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Plan for NOPHN Referendum Vote on Structure Study 


muRING THE NOPHN business meetings 
held during the Biennial Convention in 
ago on May 31, June 2, and June 4, 
8, it was voted to submit to all individual 
agency members of NOPHN for a referen- 
m vote the question of whether or not the 
mmmittee on the Structure of National Nurs- 
ing Organizations should plan for one organ- 
gation. It was also voted that the action taken 
on the structure study be sent to the member- 
ship at the time the vote is taken. Even though 
this is being done at top speed, it still means 
that vacations are upon us before the material 
can be printed. Therefore we have worked out 
the following plan and hope it will be helpful 
and acceptable to all individual and agency 
members of NOPHN. 
In this issue of Pustic HEALTH NURSING 
you will find: 
1. Digest of those parts of the minutes of 
the NOPHN biennial business sessions which 


relate to the structure study. (Full min- 
utes are on file at NOPHN headquarters office. 
You may study them if you wish. Questions 
are welcome. ) 

2. Two points of view on the question being 
presented to you. These will be reprinted 
and sent to you soon after September 1, with 
a blank form for your vote, to be returned to 
NOPHN headquarters at your earliest con- 
venience. 

In the September magazine an editorial by 
the president of NOPHN pointing out the 
issues will be published. This will be pre- 
printed and enclosed with the other material 
mentioned above. If you wish to ask ques- 
tions or send suggestions to Miss Hubbard 
for her editorial, please send these today. 
The printing schedule for the magazine means 
that Miss Hubbard’s editorial must be com- 
pleted by August 15. 

ANNA FILLMORE, Secretary 


Physical Therapist in Public Health And 
Nursing Education 


Fo SOME time there has been an increasing 
| awareness of the need for better prepara- 
tion of nurses in the principles of body 
mechanics and posture as they apply both to 
the nurse and to the patient. This awareness 
is revealed in the increasing demand for teach- 
ing and illustrative material and requests for 
other types of help from both public health 
hursing agencies and instructors in schools 
of nursing. 

Physical therapists through study and ex- 
perience acquire a knowledge of good body 

echanics and also skill in applying this 
knowledge. Many nurses have turned to 
physical therapists for assistance in integrating 


these principles in their own programs. A 
subcommittee of the Curriculum Committee 
of the National League of Nursing Education, 
knowing the valuable contribution that physi- 
cal therapists could make in nursing edu- 
cation, has prepared guides to help nurses 
take advantage of this rich resource. The 
guides in booklet form, “The Contribution 
of Physical Therapy to Nursing Education,” 
may be purchased from the League for $1.25. 

In many hospitals with which nursing 
schools are associated there is no physical 
therapy department. Even if schools of 
nursing could afford to employ a full-time 
physical therapist on the faculty to carry on 
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a teaching program in body mechanics and 
posture there are not enough qualified physi- 
cal therapists available. 

In many urban communities physical 
therapists are employed by the local public 
health nursing agency and many states have 
qualified physical therapists and consultants 
on the staffs of their crippled children’s 
agencies. Schools of nursing may make ar- 
rangements with the public health nursing 
agency for advisory service and for some 
direct teaching on body mechanics and posture 
and the application to nursing. 

The work of these physical therapists on 
public health nursing staffs is vital and they 
may question whether they would be justified 
in giving time urgently needed in their own 
programs for assistance in basic nursing edu- 
cation. All nursing has one aim,—the care 
of the patient. Any activity which strength- 
ens the preparation of the nurse will not only 
affect the immediate care of the patient in the 
hospital but will contribute to improved 
public health nursing services. With growing 
emphasis on the nurse’s responsibility in re- 
habilitation, recognition of minor deviations 
from normal, and the early case finding of 
patients with orthopedic disabilities it be- 
comes correspondingly important for the 


graduate nurse to have sound basic knowledge 
of body mechanics in order to function in a 
broad community program. The nurse should 
get this fundamental knowledge in her basic 
professional program. It would seem logical 
therefore if it can be arranged that the physi. 
cal therapists in public health nursing agencies 
should give some assistance to schools of 
nursing. 

The new staff nurse being introduced to a 
public health nursing agency, official o 
nonofficial, usually requires considerable in. 
struction in body mechanics. From the point 
of view of economics and constructive long 
term planning, assistance given by the public 
health nurse physical therapist in basic nurs 
ing education will pay dividends later wha 
nurses who have had this instruction join 
the public health nursing staff. These better 
prepared graduate nurses will be able ty 
function with far less additional on-the-job 
education. In this issue of Pustic Heat: 
NuRSING you will find the first of a series of 
articles on the place of the physical therapist 
in the program of a public health nursing 
agency. The other articles will appear i 
subsequent issues. It is hoped the series wil 
broaden the understanding of the contribution 
of physical therapy to nursing. 


Vacation Time 


Vacations are long anticipated and too 
soon over. By the time the sun tan fades 
little remains for most of us but a few snap- 
shots and memories of transitory adventures 
and new acquaintances. Then we start think- 
ing, planning, and talking of next year’s 
holiday. 

Some happy souls seem not to depend upon 
vacations like many of us, to make the rest 
of the year passable. Perhaps we can learn 
something about everyday living from them. 
These are the folks that do not know the 
meaning of boredom; for whom there is end- 
less delight in watching the first shoots from 
the planted seed, experimenting with a new 
recipe, or tracing the derivation of a word. 
These are the ones who never outgrow the 
excitement of following a fire engine or going 


to the circus, or finding a “‘collector’s item.’ 

There are those who are in love with life: 
the shoemaker who calls every neighborhoo 
child by his first name; the elevator man wit 
knows when to talk and not to talk and seem 
to know what is of personal interest to each 0 
us; the delivery boy who whistles as 
strains up endless stairs. O lucky peopl 
who carry within them appreciation for smal 
everyday things! O lucky people to who 
each day brings adventure! 

This is not to say that vacations do m 
have their place in our life patterns. Bi 
we are the losers if we plod through the othe 
eleven months of the year blind to the exci 
ments and pleasures each day unfolds—wail 
ing for the vacation which is too often pa 
before it is fully realized. 
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Public Health in a Changing World 


By LEONARD A. SCHEELE, M.D. 


SURGEON GENERAL, PUBLIC HEALTH SERVICE, FEDERAL SECURITY AGENCY 


E OF THE Public Health Service 
\W deeply appreciate the honor ac- 

corded our organization by the 
nation’s nurses this evening. The one hun- 
dred and fiftieth anniversary of the Service 
sets an important milestone in our history. 
But I am reminded of a quotation used some 
years ago at a meeting of public health nurses: 
“The past is prologue.” The past is prologue 
in the Public Health Service as it is in any 
living organization. The past is prologue in 
all of the professions, agencies, and institu- 
tions serving the people’s health needs. From 
the mistakes of the past, we learn improve- 
ments for the future. From the accomplish- 
ments of the past, we set forth to tomorrow’s 
achievement. 

In a sense, history repeats itself—but not 
in precisely the same words or the same tone 
of voice. There has been an enormous shift 
in the nation’s health problems, and these 
problems cannot be solved by precisely the 
same methods that have served to advance 
public health in the past. To cite only one 
example, the major problem of the nation 
today is the health of adults. In 1900, only 
17 percent of the population was over 45 years 
old. By 1975, middle-aged and aged people 
will make up more than one third of the 
population. There are now 10 million persons 
over 65; by 1975, there will be 20 million in 
the oldest age group. - 

The sound principles upon which profes- 
sional services have been developed will serve 
us well in the future. But principles are guides 
—they are not operating methods. We must 
look to new knowledge and new methods for 
the solution of today’s problems. 

We are living in a period of rapid change. 
And the changes in the design of our social 
fabric are occurring more rapidly, more pro- 
foundly than any of us can realize. What 
we see, what we experience day by day, is 
only the surface expression of profound 


changes—political, social, and economic— 
which are going on throughout the world. 

The wisest among us cannot predict pre- 
cisely the outcome of the social ferment in 
which we are living. The forces for change 
are more powerful than the flood waters un- 
leashed a short while ago in the Northwest; 
their place and time of eruption are almost as 
unpredictable. But social change, like flood 
waters, can be controlled and turned into use- 
ful channels. Constructive use of social 
forces depends upon the awareness of human 
beings, upon their alertness to the possibili- 
ties and needs for change. 


“san HEALTH WORK more than any other 
medical specialty must be responsive to 


change. We of the health professions, there- 
fore, have more than a common responsibility 
to be alert to the changing world in which we 
do our work. We must respond not only to 
rapid changes in medical science, but also to 
the shifting social environment in which 
medical science functions. 

Profound changes have already occurred 
in the health services of the Nation. To many 
of us, it is a shock to realize the devastating 
effects of war and war’s aftermath upon the 
health services. We have realized in a general 
way that there are “shortages,” but un- 
fortunately most of us have depended upon 
some vague force to correct the shortages. 
We have not realized that without immediate 
and drastic action, the “shortages” will in- 
crease. We shall not be able to maintain 
public health at current levels—far less hope 
to improve the health of the people. 

The National Health Assembly which met 
in Washington early in May revealed clearly 
the status of our health services. 

Less than 4 percent of the total population 
in the United States are served by local health 
units having complete staffs, according to 
minimum standards. 
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There are 30,000 professional and technical 
public health workers employed today; we 
need 60,000 now. 

Some medical schools and other training 
centers for all categories of professional per- 
sonnel face a financial crisis. Often they can 
neither expand their facilities as they desire, 
nor retain some of their faculty members, nor 
enroll enough students to meet current needs 
—unless some action is taken to assist them. 

The national hospital construction program, 
initiated in 1946, will take almost 4 decades 
to complete—at the present rate of expansion. 

Conditions in many of our overcrowded, 
understaffed mental hospitals are poor indeed. 
Yet, the nation has not yet fully implemented 
the Mental Health Program initiated in 1946 
for the prevention and treatment of mental 
disease. 

Chronic degenerative diseases—long the 
most frequent causes of death—are inade- 
quately controlled, despite the fact that 
modern medicine possesses many effective 
technics for the diagnosis and successful 
treatment of the principal killers—heart dis- 
ease and cancer. 


These are only a few of the critical situa- 
tions in public health work, reported to the 
National Health Assembly by representatives 


of the professions and the public. I realize 
that many of these problems are familiar to 
nurses—in their everyday tasks, in the 
obstacles they meet, trying to provide good 
nursing care directly and indirectly to all the 
people. 

But when we project our individual diffi- 
culties into their larger settings—from the 
hospital or the health agency to the com- 
munity, the state, the nation as a whole—then 
we begin to realize that the individual prob- 
lems are only parts of very much larger 
wholes. Then we realize that individual effort 
alone will not effectively solve the problems of 
public health. Only community, state, and 
nationwide action will serve to make the 
health services the dynamic, lifesaving forces 
they must be to meet the needs of a changing 
world. 


NEW RESPONSIBILITIES 

A negative concept has all too often been 
accepted in the health professions, a concept 
which may have been born of the depression 
psychology nearly 20 years ago. The idea 
has been: If we only do more of what we 


have been doing in the past, we shall eventual-. 
ly meet the needs of the people for health 
service. 

The changing world in which we live tells 
us that this is not so. We have been doing 
more—more each year, by comparison with 
the past. But the needs are little nearer met 
than they were 15 years ago. We need to do 
more, it is true—but more of new types of 
health service. More understaffed health 
units, performing the same routine tasks of 
a generation ago, will never meet the needs of 
the people. A few more hospitals—each 
serving only a small part of a community at 
that—will never meet the needs. More 
doctors, trained at great cost to deal solely 
with sickness, will not meet our health needs, 
More nurses trained to render professional 
care to the sick, performing routine tasks, 
will not meet the needs. More research upon 
diseases already conquered to the exclusion 
of research upon man’s current major prob- 
lems—will not meet the needs. 

The professions have the major responsi- 
bility for exorcising the concept of “more 
of the same”—for it is within the professions 
and the training grounds for professional 
personnel that leadership for change must 
come. 

I would be remiss if I did not, at this point, 
pay tribute to the nursing professions for 
having taken the first steps in this direction. 
Again, as at the outset of World War II, the 
nurses are the first professional group in the 
postwar crisis to analyze critically their prob- 
lems of education and service, and to come 
up with sound proposals upon which your 
profession as a whole has agreed. If the 
physicians and dentists, the public health 
agencies and the hospitals, had gone as far 
as the nurses have to date in objective, de- 
tailed study of changes needed both in edu- 
cation and service—our chances of meeting 
the health needs of the people would be much 
nearer realization. 

I am fully aware that your initial efforts 
have led to larger areas for educational and 
occupational research. The Public Health 
Service is observing the keenest interest in 
your work and that of other groups and in- 
stitutions in this neglected area. I can say 
that our organization stands ready to assist 
responsible groups in this type of research 
to the extent of our available resources and 
legal authority. 
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There is no question in my mind that the 
major task of the professions in the next few 
years will be to learn and apply new methods 
of teamwork—both in training new personnel 
and in providing services for the public. We 
cannot possibly make up rapidly our deficits 
in personnel and facilities—even with com- 
plete assurance of financial support—an as- 
surance we do not have. When one considers 
these deficits and the demands of the people 
for health service, one can only conclude that 
the professions, agencies, and _ institutions 
must immediately seek ways to improve their 
services, through better methods of operation 
within their own houses and through better 
cooperation among themselves. 

Financial problems are often a_ barrier 
against equitable distribution, throughout the 
country, of hospitals, clinics, health centers, 
and professional personnel. This is also the 
chief barrier against the recruitment and 
training of enough well qualified physicians, 
research scientists, nurses, and other essential 
personnel, It is the barrier against their 


adequate financial remuneration. The partial 
barrier is the lack of some effective system 


whereby individuals and communities can pay 
for all the care they need. 

We must agree then, perforce, that the re- 
moval of financial barriers between the public 
and the professions is a primary need for the 
improvement of national health. 


ACTION NOW 

We must move forward mow—in the train- 
ing of professional personnel of all types; in 
medical research; in expansion of public health 
services; in constructing needed facilities; 
in the integration of services; and—above 
all, in improving the quality of care we now 
give to the people, both in public and in 
private practice. 

I believe the United States has never had 
more nurses or better trained nurses than it 
has today. The very clamor that has been 
raised about the nurse shortage is of itself 
a tribute to your war and postwar services. 
The public wants more of you because you 
have demonstrated the varied and numerous 
ways in which you can contribute to the 
health of the individual and the community. 
Back in 1910, when there was only one 
graduate or student nurse to every 1100 
people in our population, no one was calling 
attention to our nursing shortage. In 1930, 


when there was about one nurse for every 
400 persons, the public was worrying about 
how to find work for you. But in 1946, with 
one nurse for every 300 people, there was 
much hue and cry about the nursing shortage 
and it has continued right down to the present 
time. 

Whether we are short by 200,000 or 201,- 
000, or more or less, in all categories of health 
and medical personnel, seems to me an issue 
of less importance than the one inescapable 
fact: We do not have nearly enough personnel 
in any category. 

No group is better informed than the nurs- 
ing organizations as to the difficulties and 
pitfalls of making precise estimates in fields 
where we have never actually had “enough” 
trained personnel. We need more precise 
information and information of wider scope 
on our needs for personnel. The Public 
Health Service will gladly cooperate in the 
conduct of such studies. 

But action is needed to bolster the training 
schools. Federal, state, municipal, and above 
all private funds will be needed. Both state 
and municipal governments have _ responsi- 
bilities in this field. The Federal Govern- 
ment also should assume its share of this pub- 
lic responsibility for professional education. 

If the shortage of personnel is the first 
problem in the health field, expansion of re- 
search is the second. The needs of medical 
research were reported comprehensively by the 
President’s Scientific Research Board in 1947. 
Within the limits of legal authority and appro- 
priations, the government is doing everything 
that it can to meet its responsibilities in this 
field. Voluntary health agencies are making 
real contributions in this field. 

The expanding research programs of the 
Public Health Service are making the major 
federal contribution to investigation of health 
problems among the civilian population. 
Through fellowships for the training of 
investigators in general research, cancer, and 
neuropsychiatry, we are also contributing to 
professional education. Within the next few 
years, the Service will have at Bethesda, 
Maryland, what I believe will be the finest 
combined clinical and laboratory research 
center in the world. Our several National 
Institutes will provide for the study of funda- 
mental and clinical problems in cancer, heart 
disease, mental and nervous diseases, com- 
municable diseases, and other biological prob- 
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lems important to national health. We in- 
tend also to make our research hospital a 
model for the demonstration of new methods 
in hospital administration and new nursing 
technics. 

I have said that the public health problems 
in a changing world have shifted. We need 
to continue the mopping-up campaign against 
acute communicable diseases, tuberculosis, 
and venereal diseases. But public health work 
must begin now to spearhead the attack 
against chronic degenerative diseases and 
against accidents; it must make the first 
united move for mental health, dental health, 
and better nutrition. 

Immediate progress can be made in all these 
fields by applying throughout the country 
existing scientific knowledge and _ technics. 
The needs arise in the local communities, and 
in the communities the needs must be met. 

The local health departments and hospitals 
of the nation are the logical sources of pre- 
ventive and curative services in these fields. 
Building on our past accomplishments, we 
must immediately establish full-time, well 
staffed local health units in all parts of the 
country. As rapidly as existing laws and 
funds permit, hospitals and rural community 
centers are being constructed in areas of 
greatest need. Hospital and health authori- 
ties have recommended that local health units 
be housed in, or adjacent to, community 
hospitals. The programs of these two insti- 
tutions, both indispensable to community 
health, will benefit by such an integration. 


QUALITY OF SERVICE 
The basic objective of all the activities I 


|’ THE voluntary medical care plans are to 
satisfy all demands, they must undertake 
at once the extension of the services they now 


offer. Nursing should be ready with its plan 
to fit into the program of complete medical 
care . . . I cannot overemphasize the fact 
that time is of the essence, that the voluntary 


have mentioned is improvement of the quality 
of service we now give to the people. Train. 
ing of personnel, research, expansion of or- 
ganized health services and hospital facilities 
—all have that objective. I have no doubt 
that if we move forward now on each of these 
fronts, the quality of care will be improved. 

There is, however, another need. That is, 
a revival of the ideals of humane, individual 
service which brought all our health profes. 
sions into being. The disruptions of war and 
the pressures of contemporary life are taking 
their toll—not only in deficits of personnel— 
but sometimes in a shortage of ideals. 

In many public and private institutions. 
in some public and voluntary health organ- 
izations, professional staffs have lost the 
human touch. I need not tell you that it must 
be recaptured. 

A human being in need of service—that 
is the sole qualification to call forth the best 
in the doctor and the nurse. And the best in 
us means more than our professional knowl 
edge and judgment. It means humility that 
keeps us aware of our individual limitations 
and inspires us to better teamwork. It means 
our sympathetic understanding of the people 
we serve, our respect for the individual, and 
our gentlest care. These are the qualities 
which have made the medical professions the 
most trusted disseminators of modern science. 
These are the qualities which will carry nurs- 
ing and medicine forward in a changing 
world. 


Presented at a joint program meeting, “Community 
Planning for Nursing Care,” Biennial Convention, 
Chicago, Ill., June 3, 1948. 


prepayment plans must be prepared to meet 
these demands, at least to a reasonable de- 
gree, or else be prepared for a severe struggle 
for their existence. 

Pau R. Haw ey, M.D. 


From “Nursing in a Program of Prepaid Medical 
Care,” American Journal of Nursing, August 1948. 
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Community Needs for Nursing Care 


By LUCILE PETRY, R.N. 


HAT DOES the community need in 
\W the nursing field today? Who shall 

determine the amount and quality 
of nursing services needed in a hospital, com- 
munity, state, or nation? Nurses themselves 
are the experts in nursing. If they are truly 
expert they know that services must be de- 
signed which fit into current practices in 
medicine, public health administration, and 
hospital administration. If they are truly 
expert they know that services must be de- 
signed to meet total health needs of the people 
to be served. Planning nursing services and 
delivering them is a three-way job involving 
nurses themselves, related professions, and 
the people. We should say too that plan- 
ning those phases of medical care and health 
services which are beyond nursing is also a 
three-way job in which nursing is one of the 
related professions. 

The goal of nursing, like that of hospitals 
and health agencies, is not independently 
evolved but is interdependent, related to those 
of all the health professions. That goal is 
the physical and emotional health of all 
people. 

Let us think of the people who desire 
health. Can they purchase health, which is 
always a positive trait, like a commodity? 
Can it be bestowed upon them by health 
workers? Is health not rather a state of 
being which must be worked for and earned 
by its possessor? If so, the. nurse’s task 
then is not that of a salesman but of a partner 
in a process which involves both individual 
and group action. With this viewpoint the 
nurse will see her role as one of engaging 
her partners, the people, in the business of 
securing health for themselves and for their 
neighbors. How much our people are willing 
to pay for health, what proportion and what 
caliber of the population will elect a career 





Miss Petry is director of the Division of Nursing, 
U.S. Public Health Service, Federal Security Agency. 


in the health field, how well conceived will 
be the community plans for health, can be 
determined to a considerable extent by the 
vision and leadership of nurses. If the 
nurse regards health as something superim- 
posed upon the community by experts in 
nursing and the related health professions, 
she may expect that the community will be 
slow to change its health concepts. They 
will look to her and her colleagues in the 
health field primarily for curative rather 
than preventive aid. Every advance will 
be an uphill fight against public apathy. 
But if she recognizes that her patients 
and people are not spectators but performers 
in the drama entitled “Search for Health” 
the psychological interpretation of her role 
will be different. As General Marshall 
has said, “The attitude of the spectator is 
the culminating frustration of man’s nature.” 

The practices in the related professions 
directly affect our own. For example, when 
rapid treatment is used for venereal diseases, 
the nurse spends more time in locating con- 
tacts and bringing them in for treatment than 
in visits to induce the one first patient to 
come to the clinic weekly for 18 months. 
When penicillin is a factor in medical practice 
nurses give innumerable intra-muscular in- 
jections and few hot sterile moist compresses 
on infected wounds. The design for nursing 
follows designs made in these related fields. 
But if ours is to be a truly creative profession, 
it must also develop its own practices and 
administrative patterns for meeting the needs, 
both of our patients and of our colleagues in 
related fields. We must create patterns 
which will take into account mass case-find- 
ing technics, mass treatment practices, body- 
mind relationships for all patients and meth- 
ods of preventing the degenerative diseases 
of our aging population. As I see it, this 
means re-thinking, re-analyzing our functions 
particularly in three major fields,—ad- 
ministration, planning, and research. Of all 
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the needs of the community in these fields 
of nursing I shall discuss these three briefly. 


Farry is too often governed by 
habit and custom. Science, governed by 
experimentation, has provided us with knowl- 
edge beyond that which our present system 
of administration permits to appear in 
practice. Administration by habit blocks 
progress. Scientific change we meet with 
courage. In administration we seek the 
traditional, the commonplace, and the least 
unusual approach. Let us expose our ad- 
ministrative habits to unprejudiced investiga- 
tion and aim consciously to accept change 
after considered choice with courage rather 
than fear. A hospital nursing service adminis- 
trator told me last month that a year was re- 
quired for all the various types of nursing 
personnel to adjust to a realignment of ac- 
tivities among them and to become a new 
functioning entity. A year is not too long to 
adjust to change but a year is too long to 
spend in dreading and postponing the steps 
necessary to effect the change. 

I have a feeling that if each of us put our 
operations under critical review and measured 
them against the gauge of modern health 
concepts, we would find that some things we 
are doing are not as essential as we had 
thought them to be while others would be 
shown to merit far more attention than they 
are receiving. 

In the administrative field, how much 
thought are we giving to the utilization of 
nurse services in a coordinated program of 
public health and hospital activities? Pre- 
sumably, all of you have read or are planning 
to read, the joint report on this subject issued 
by the American Hospital Association and the 
American Public Health Association and pub- 
lished in the May issues of their journals. 
The report outlines specific ways in which 
time and labor can be saved and the public 
better served through close coordination of 
hospital and public health services. They 
recommend that these two health facilities 
be brought together, physically and functional- 
ly, sharing space, sharing staffs, working as 
a real health team to bring both preventive 
and curative medicine to the people. This 
concept is particularly significant in view of 
the way the hospital survey and construction 
program is developing. Many of the projects 
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that have been planned under this program so 
far involve the construction of small hospitals 
of 50 beds or less. If these facilities are to 
justify their cost, they must be broadly 
utilized. The building should be more than 
a hospital. But, as you study this need, § 
are you planning what changes in your own 
activities, in your own hospital or public 
health job, can be made to facilitate such 
coordination? There ought to be more of the 
kind of thinking I came across sometime ago 
when I met a nurse in a remote county of a 
midwestern state. She was supervising the 
nursing service of a very small hospital which 
was staffed only by a practical nurse, and 
simultaneously, she was serving as_ public 
health nurse for the 1800 people in her county. 
She was able to handle both jobs efficiently 
because she never thought of them as “both.” 
She was carrying the coordination principle 
into actual practice. When she ordered 
supplies for the hospital she also ordered 
for the public health work, and in a dozeh 
other ways, she made one move serve two 
purposes. 

The plans for a more integrated hospital 
system and the trend toward admitting and 
caring for long-term and psychiatric patients 
in the general hospitals are other concepts 
which directly affect administrative patterns. 
Have we analyzed what these trends mean 
specifically in terms of nursing—what part, 
for example, the narse will play in stimulating 
a flow of personnel back and forth from small 
institutions and health centers to large medical 
centers? Have we anything to contribute to 
the methods that must be evolved for refer- 
ring patients from small hospitals to large 
medical centers? What can we do to make 
the integrated hospital system better serve 
its objective of providing higher quality care 
for more patients and of filling gaps in rural 
areas? These are some of the broad ad- 
ministrative challenges nurses must meet if 
they are to fill needs of communities. Equally 
important, however, are the small operations 
of our day-by-day practice. How much time 
is being wasted and in how many communities 
by nurses who are still placarding the houses 
and making routine home visits to patients 
with communicable diseases? This practice is 
practically unnecessary now. Yet countless 
surveys reveal that it is ‘still being used quite 
extensively. How much needless time and 
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money goes into unnecessary bookkeeping 
and accounting procedures? Just the other 
day I learned of a nurse in New York State 
who, after studying her agency’s elaborate 
system of accounting for nurses’ carfare, 
worked out a simplified system that is going 
to save several thousand dollars. If we put 
our minds to it, we can find countless ways 
of attaining more efficiency in our mechanical 
operations without sacrificing the effectiveness 
of personal relationships which are the prime 
essential in therapy. 


sees No line can ever be drawn between 
administration and planning, the second 
point for discussion here. Administrative 
procedures are determined by the plans that 
create the need for them. However, I believe 
that every nurse—not merely those in ad- 
ministrative positions—has a vital function 
in the planning field. The nurse who is 
actually doing the job, by the bedside of the 
hospital patient and in the homes and clinics 
and health centers, has perhaps the best 
opportunity of all to analyze whether her 
time is spent in maximum productivity. 

Too often in the past, the nurse has been 
a silent bystander when plans and policies 
were being made. The hospital, the physician, 
the community, without benefit of the nurse’s 
counsel, determine the money she will spend, 
how she will spend it, and where her time will 
go. Not long ago, when I was conducting 
a course for nursing school administrators 
in hospitals, I began my first class by asking 
the group the dates which their various 
hospitals used in computing a fiscal year. Out 
of some twenty persons in the class, only two 
of them knew. Obviously, these nurses— 
every one of them in an administrative po- 
sition, had no voice in the budgeting proces- 
ses of the hospitals which operated the schools. 
Certainly, if we view nurses as. members of 
a health team consisting of the members of 
the community in which we serve and the 
colleagues in related fields with whom we 
work, it will be apparent that we can fulfill 
our task only by participating in all stages of 
planning as well as in the execution of health 
programs. Planning calls for more intelligence 
than emotion. Have you seen the plans for 
merging an official and a nonofficial public 
health nursing agency stopped by antagonism 
of one person? When centralization of nurs- 
ing schools is planned old loyalties to a 
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mistaken notion that this one school is the 
best in the state is an obstructing emotion. 
Can intelligence find a way to deal with these 
emotions? Then planning can proceed. Per- 
haps one reason we have hesitated to insist 
upon our rightful place at the planning and 
policy making table is because, in some re- 
spects, we are ill prepared for this role. We 
know what we think should be done, but only 
in rare and isolated instances have our 
opinions been tested by sound research pro- 
cedures. The professional body of knowledge 
which has been gathered by our research and 
transmitted through our writing is scanty and 
it represents, in the main, extracurricular 
activities of nurses. The idea of allowing a 
nurse time and money for basic research or 
significant writing is not yet generally ac- 
cepted and probably will not be until nurses 
themselves become more acutely aware of 
these responsibilities. Why didn’t a nurse 
get the idea for the hypospray? We are 
the ones that are most handicapped by the 
old-fashioned syringe. Are we meeting the 
challenge which Dr. Paul V. Lemkau recently 
threw out to us in discussing what public 
health nurses can do in mental hygiene?* He 
pointed out that in this field the nurse will 
have to do research. No other professional 
person gets into the homes of so-called 
“normal” people as often as she does. She 
is the best one to know how frequent mother- 
in-law troubles are in the general population ; 
she can count the number of under-stimulated 
old people in her case load; she can evaluate 
the sex problems of our adolescents. Dr. 
Esther Lucile Brown, also appealing for 
more nurse participation in research, has 
said, “activity analyses of what constitutes 
current practices in bedside nursing in a 
variety of situations are badly needed.” 
What is the scientific basis of estimates of staff 
needed in various types and sizes of hospitals? 
Some studies in this field, both on a hospital- 
wide and on a statewide basis, are going 
forward but, speaking generally, the nursing 
research field has barely been touched. 


OREOVER, WE ARE NOT making full use of 
the studies and research we have done 
because we haven’t had time to correlate it 


* Lemkau, Paul V. What can the public health 
nurse do in mental hygiene? Pvusric HEALTH 
NursIncG, June 1948, v. 40, p. 299-303. 
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and write it up. The Cadet Nurse Corps 
program, for example, has given us a tre- 
mendous volume of data which would un- 
doubtedly have great value if it were analyzed, 
tabulated, and made accessible to the profes- 
sion. Probably many of you could cite other 
examples of. meaningful work that is being 
done throughout the country, work that will 
never bring widespread benefits to the profes- 
sion simply because no one has the time to 
collect and publish the facts. In nursing, 
an increasing number of doctoral dissertation 
and masters theses are appearing on subjects 
which bear on general practice. But do you 
and I know where they are and what they 
contain? It takes a nurse years to write a 
book when she has to depend on nights and 
week-end hours and there is no question but 
what the quality of nursing writing, as well 
as research, suffers by being a thief of scarce 
leisure. Professional schools in other fields 
and progressive industries pay for full-time 
and part-time research and writing activities. 
We, our patients, and related professions suffer 
because books, studies, and research projects 
die unborn. 


Nurses often participate in research in 
clinical medicine. The extra nursing services 
required are seldom included in the budget. 
Often nurses do not know what is being 
searched for. I can name two such projects 
in which nurses contributed vital creative ideas 


but this was accidental. In still another 
situation a clinical director who made nurses 
a part of his research psychiatric team com- 
plains that they are the only members from 
whom no spark is elicited. He blames our 
system of nursing education. Communities 
need the result of our studies and research. 


SUMMARY 


Three needs of the community in the field 
of nursing have been discussed. First—the 
need for sound administration of all nursing 
services. Every nurse, the ultimate effector, 
is involved whether she is executing the plan 
for her own day’s work or whether she repre- 
sents nursing in the administrative councils 
of large hospitals and agencies. The single 
patient or community needs administration 
which makes for economy and effectiveness 


and which is in line with best new thinking, 
Administration must be by choice after ex. 
perimentation, not by habit. Second—plan- 
ning the provision of nursing services also 
involves every nurse. Nurses are the re- 
ceptors of knowledge about needs of people 
and this knowledge contributes to planning, 
Planning calls for thinking with our heads 
rather than our hearts. Planning aims at pro- 
viding effective nursing services of all types to 
all people. Planning for service is the basis of 
planning for education of personnel. Third— 
the community needs nurses who can carry out 
studies and research and who can add to pro- 
fessional literature. Research and studies 
should be carried on by nurses with expert ad- 
vice and by nurses on teams of other re 
searchers. Research is the basis for action 
and is aimed at improvement of services. 

In meeting these three needs, nurses engage 
all citizens, some of them patients. as per- 
formers. Nurses locate citizens who have | 
capacity for leading roles, who can give di- 
rection and financial backing to health pro- 
grams. Nurses are learning rapidly to work 
together—witness the progress made at this § 
convention and visualize our intensified con- 
versations when we return home. Nurses are 
assuming their responsibilities as citizens. 
We know that we are not apart from the 
community but of the community and it has 
a right to receive from us services over and 
above the special skills with which we earn our 
livelihood. Also, nurses are learning to be 
experts in scientific friendships which make 
interpersonal relationships count for most. We 
are warmed and excited by new ideas and 
challenges. What will be the character of 
our response tomorrow? Can we translate 
these ideas and challenges into wisely directed 
action with objectivity, without resistance and 
without fear of change? Can we alter f 
authoritarian patterns in schools and services 
and create a climate of freedom for investiga- 
tion, development of additional leadership? | 
If so, we can enter with greater vitality into } 
the comprehensive partnership which works 
for health. 


Presented at a joint program meeting, “Com- 
munity Planning for Nursing Care,” Biennial Con- 
vention, Chicago, IIll., June 3, 1948. 
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Financing Voluntary Public Health 
Nursing Agencies 


By LINN BRANDENBURG 


visiting nurse associations are responsible 

annually for the expenditure of approxi- 
mately 15 million dollars of funds contributed 
in the main by private generosity. The 
trusteeship of this amount of money involves 
grave obligations. These extend beyond the 
specific field of public health nursing. To 
spend these funds wisely you must first have 
a conviction that there is a need, despite the 
large amounts of tax funds that are pouring 
into this field, for the spending of private 
funds. 

Second, you must be willing through plan- 
ning and financing machinery which you help 
set up in your community to strike a proper 
balance between individual freedom and in- 
itiative on the one hand and cooperative plan- 
ning on the other. 

When I was asked to discuss this subject 
of “Financing Voluntary Public Health Nurs- 
ing Agencies” with you I felt a great reluct- 
ance based on two facts. First, my back- 
ground is not public health nursing but case- 
work and community organization. Second, 
I felt quite sure that because I am a member 
of the staff of a fund which does not meet 
the contribution need of its agencies and 
because I believe so deeply in this type of 
fund, I would undoubtedly make statements 
which my chest friends in other communities 
might not like. 

As I reviewed some of the literature in your 
field, however, and discussed this subject with 
some of your leaders I felt somewhat re- 
assured on the first point since the problems 
of relationships between public and private 
services in the public nursing field do not seem 
too different than in the casework field. On 
the second point I concluded that those who 
asked me to speak knew the kind of com- 
munity fund Chicago has and must, therefore, 


Ts BOARDS of directors of voluntary 





Mrs, Brandenburg is associate executive director of 
The Community Fund of Chicago, Inc. 


have been willing to have something said of its 
functioning. 

When one thinks of public health nursing 
and its early beginnings he remembers the 
broad vision of Florence Nightengale and 
the establishment of home nursing service by 
William Rathbone in Liverpool in 1859. 
Actually, however, as Dr. Rolla B. Hill, 
director of the Public Health Training Station 
at Jamaica, points out, the real pioneers in 
this field were the Benedictine monks of 
Monte Cassino (dating back to the Sixth 
Century), the various nursing orders of nuns, 
the order of St. John of Jerusalem (following 
the Crusade), the Nursing Sisters of Devon- 
shire Square established by Elizabeth Fry, 
and the various nursing orders developed by 
the Anglican church. 

This germinal idea of public health nursing 
has spread from country to country, and new 
objectives and new emphases have arisen with 
the progress of health science and the far 
reaching changes in community health prob- 
lems. 

Linton Swift, in his volume, New Align- 
ments between Public and Private Agencies 
in a Community Family Welfare and Relief 
Program, has indicated that “the essence of 
voluntary organization should be its response 
to change.” No one can say that in every 
community the public services should carry 
certain parts of the work, the private others. 
Division of responsibility will vary from com- 
munity to community and will depend on 
many factors, chief among which will be the 
degree to which the private agency has done 
an educational job with respect to the need for 
an adequate public nursing program. If its 
chief concern is to advance the public health 
it must learn to use its special knowledge and 
competence to help the public agencies im- 
prove their services, to help the public under- 
stand the task of the public health services, 
and to help the public get progressively better 
services from its official agencies. 
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N ALL COMMUNITIES, however, regardless of 

the extent to which technical services have 
been taken over by public health agencies, 
the voluntary agency must remain the gadfly 
of the official health agency. It must seek to 
discover more effective ways of meeting 
recognized needs as well as new needs. This 
may mean research in a technical sense, in- 
formal exploring and experimenting, demon- 
strating. Although governmental agencies 
and industry are carrying on research on an 
expanding scale there are always health 
problems which they cannot attack. 

Related to the guardianship function is the 
need for finding more effective ways of utiliz- 
ing the scattered resources of the community. 
Thus the voluntary agency has a definite re- 
sponsibility to assist in community surveys 
of existing services for improving people’s 
health. 

The voluntary agency also has a con- 
tinuing educational function. Whatever new 
functions it may find for itself, whatever old 
ones it retains, its vital concern with the 
health of the community and of its inhabitants 
will inevitably compel changes in organization 
and in programs. 

Finally, and I hesitate to state this because 
it may sound sentimental, I believe that the 
voluntary nursing organization, just as other 
voluntary work, will always be needed in the 
community because its absence in a com- 
munity would leave untouched springs of 
spiritual life on which we are accustomed 
to rely to feed a social conscience, and which 
seem to be most readily released through 
voluntary service and the attitude of mind de- 
veloped by it, 

This very belief which I have in the im- 
portance of voluntary work makes me agree 
with Mary Gardner who states in her book 
Public Health Nursing: 


In a future served by both types of agency some- 
thing more, however, than flexibility will be needed. 
There must be a degree of cooperation between the 
two agencies that has been rare in the past. It is 
not enough to divide responsibility for a few serv- 
ices, or to remap a bit of territory for working pur- 
poses. Something far more fundamental is required 
—joint thinking, joint planning, joint committee 
work, joint educational programs, all carried on with 
the single object of devising the best means of serv- 
ing the community. Relinquishment of cherished 
work on the part of the private organization may 
be the price paid for such cooperation but that is 
neither here nor there. Those responsible for public 
health nursing in any of its forms must lose no 


time in attuning their minds to the idea of change 
and to the development of elasticity of thought. 


Some of you may well wonder why in a 
talk on financing voluntary work I am spend- 
ing so much time on public and private re. 
sponsibility. It is my conviction that unless 
our thinking on this subject is both clear and 
dynamic the funds which can be secured for 
this work will and should shrink. Not only 
must board members of voluntary public 
health nursing organizations have clear con- 
victions but they must be able to convince 
the citizenship in communities that they know 
what they are doing at this stage, why they 
are doing what they are in the public health 
program of the community, and that they 
are willing to change when change is indicated, 
This is true whether the agency receives its 
support through a community chest or raises 
it from individuals and groups in the com- 
munity. 

This willingness to plan together mentioned 
by Miss Gardner finds concrete expression 
in councils of social agencies where oppor- 
tunity is presented for board members as well 
as professional staff members to work with 
other agencies in the same field on common 
problems or with agencies from a number 
of functional fields on problems in the com- 
munity which cut across all or a number of 
fields such as good housing, nutrition, ade- 
quate recreational facilities. 


Tt MACHINERY for planning and coordinat- 
ing the welfare activities varies in each 
community. Whether membership in the 
council of social agencies is subdivided so that 
the agency has the opportunity for representa- 
tion in the various divisions or sections,—for 
example, health division, casework division, 
—or whether there is a separate health 
council recognized by the council of social 
agencies as its health section or as the body 
responsible for coordinating the services which 
meet the health needs of the community, the 
community nursing group has much to offer 
and much to gain. Certainly there is scarcely 
a welfare organization in the community 
whose field is not touched by the activity of 
the community nursing association. It is 
important that opportunity given through 
designated representation be utilized as fully 
as possible for interpretation, exchange of 
ideas, and joint planning. Irrespective of the 
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exact pattern of community organization the 
public health nursing agency and its board 
have two distinct functions: 

1. The development of the program of the 
agency in accordance with accepted standards 
and procedures. 

2. Participation in the development of a 
sound welfare program through cooperation 
and joint planning. 

At this point I should like to give a local 
example of activity within a council which 
affects the public health nursing field and 
which bears on the question of the responsi- 
bility of the voluntary agencies. 

Two years ago in connection with the 
establishment of the Chicago Fund goal the 
Budget Committee of the Fund was of the 
opinion that additional work should be done 
by the Council of Social Agencies in review- 
ing the areas of health and welfare services 
carried on by the public agencies and by the 
voluntary agencies. The Budget Committee 
believed that in view of available resources 
and in order to free private money for experi- 
mental programs and programs which could 
not be met by public agencies an effort should 
be made to get the public agencies to take 
over certain areas of service and functions 
carried by the private agencies. 

The Council, through its divisions, made 
up of agency people, worked out a statement 
on “Principles and Their Application of 
Division of Responsibility Between Voluntary 
and Tax-Supported Welfare Services.” Peri- 
odically the Council presents progress reports 
on the follow up of these principles. I think 
you might be interested in the basic principles 
formulated regarding the public health nurs- 
ing organizations: 

1. Voluntary agencies should relinquish to 
public agencies services which the public agen- 
cies are performing or are prepared to perform 
with standards comparable to those main- 
tained by voluntary agencies. Strong voluntary 
agencies should continue to be maintained to 
demonstrate new services and to assist in 
the development and application of improved 
standards. 

2. Public agencies should reimburse volun- 
tary agencies for direct services rendered to 
public agency clients. 

Another community, Cleveland, is giving 
consideration to the possibility of working 
out, through its functional councils, esti- 
mated needs for both its public and private 


health and welfare services for a five-year 
period and agreement as to those that shall be 
met by public and by private funds. 

Here in Chicago, believing as we do that 
budgeting and planning are Siamese twins 
that cannot be separated without irreparable 
damage, we are experimenting with a review 
of the programs and budgets of the public 
agencies, by the same committees that re- 
view the private agencies. The review now 
covers the family and the child care fields, 
and we expect to extend into the health field 
next. There is realization that the review 
can be no more than advisory. It does re- 
sult, however, in better understanding of 
public and private agency programs, financial 
resources, and gaps in community services. 
The review of the public services gives better 
perspective to a review of the private. In 
this connection it is of interest to note that 
a study made by Community Chests and 
Councils of expenditures in 1940 and in 1946 
made by public health nursing organizations 
in 18 urban communities indicates that in 
1940 private funds accounted for 13 cents per 
capita and public funds 28 cents, while in 
1946 private funds accounted for 12 cents 
and public 30 cents. 

Up to this point I have attempted to dis- 
cuss the importance of board members having 
a conviction that a private nursing organiza- 
tion is needed in their community. In order 
to know that a private organization is needed 
and what its function is, the agency and its 
board would need to be working closely with 
other health and welfare agencies in a council 
of social agencies on a health and welfare plan 
for the community which is not static but 
dynamic. Granted now that the boards have 
such conviction and are tied in closely with 
the community welfare planning machinery, 
what are some of the problems that they face 
in financing? 


Wau, PUBLIC health nursing organ- 
izations are located either in communi- 
ties in which there are central fund-raising 
organizations in which they participate or 
in communities in which there are no central 
money-raising bodies and they face the prob- 
lem of raising their funds independently. In 
some chest communities the voluntary nurs- 
ing organization may choose not to be a mem- 
ber of the chest although this is not a common 
occurrence. 
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As was indicated in Mary Gardner’s book, 
the federation of social agencies for financial 
purposes is a product of the twentieth century. 
Its development in most communities came 
following the first World War. It was brought 
about through the rapid growth of all social 
work and the consequent increase in agency 
budgets and unrest on the part of many of 
the contributors regarding the number of 
appeals for funds which came to them. Many 
contributors also questioned multiple appeals 
for funds for causes with which they were 
not familiar and on which they had very 
little competence to pass judgment. With the 
advent of the community chest many boards 
breathed a sigh of relief and felt that they 
would now be able to devote themselves to 
program problems and not bother about rais- 
ing funds, 

It is important to remember this point. In 
many communities boards of directors of 
organizations participating in chests have been 
willing to think of the chest as “you” rather 
than as “we” without realizing that the 
kind of a chest which you have in your local 
community reflects to a large extent the kind 
of a chest which agencies as well as con- 
tributors want. 

Unquestionably, the chest method of gain- 
ing interest for such work has increased the 
amount given and the numbers of givers 
enormously and has awakened a social con- 
sciousness in the general public unknown in 
such degree before. A chest form of financing, 
however, places grave responsibility on the 
boards of individual agencies if the work of 
the organizations is to be understood and if 
private social work is to survive. A large 
amount of the money given to chests each year 
comes from corporations. The basic motiva- 
tion and philosophy back of voluntary agen- 
cies is different from that back of public 
agencies. The private agencies exist because 
of an interest in individuals regarding a 
certain type of service. The advent of com- 
munity chests into the picture has tended 
to remove the donor from firsthand contact 
with the agency he supports. Therefore, it 
is important to bridge this gap through a 
public relations program of the chest in which 
all agencies actively participate. Those who 
believe in federated giving have noted with 
some concern that the big national drives that 
have had phenomenal success in various 
communities have not been part of a federated 


appeal but have taken their stories direct 
to the individual contributors. Any arrange- 
ment that replaces a strict individualism by 
any form of federation is likely to have 
problems arising from questions of preroga- 
tive. 


T= PROGRAM COMMITTEE that planned this 
meeting mentioned that members of boards 
are interested in knowing what to do when 
community chests do not provide the neces- 
sary funds. Some were concerned that an 
agency which does everything possible to re- 
duce costs and to develop pay services often 
has greater reductions in chest allotments 
than those that are practicing less economy. 

Both of these queries need further clarifi- 
cation. Do we mean what do agencies do when 
the public does not give sufficient funds to 
support the agencies as their boards think they 
should be supported; or do we mean, granting 
the chest has the money, how does the agency 
convince the chest that the nursing organ- 
ization should have it? Or does the question 
imply that if the chest can’t raise the amount 
the nursing organization considers sufficient 
for it, cam any other methods be employed 
to secure it? 

The answer to any of these questions will 
depend on whether the chest is considered 
something quite apart from the agency in the 
“you” category as opposed to the “we” 
category. Actually, the chest should be the 
medium through which the contributing pub- 
lic and the needs of the agencies meet. Board 
members of individual agencies should be on 
the board of the chest, and budget committees 
should include agency board and staff person- 
nel. Speakers for speakers bureaus of chest 
campaigns should be agency people familiar 
with the problems of the agencies, and unless 
top campaign leadership includes agency 
board people the campaign might just as well 
be raising money to build bridges. 

The point I am trying to make is that 
unless it is your chest, unless you feel that you 
are responsible for seeing that it functions 
right and equitably, unless you feel a re- 
sponsibility for the raising of money for the 
whole and for distribution in terms of com- 
munity needs even though it may mean less 
for your agency, then you would be happier 
to raise your funds independently. 

If you accept the principle of joint plan- 
ning, then you must recognize that sometimes 
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the strong must carry the weak and that the 
agencies who are able to carry their programs 
without as much assistance from the chest 
may be called upon to do so until the weaker 
members may be strengthened. It is not a 
question of penalizing. The chest fund to 
some extent must be a fluid one flowing into 
those areas where needed worst at various 
times. 

A word of caution should also be sounded 
here. It is always easy to assume that an- 
other agency has not done as much as your 
agency has to reduce costs or develop pay 
services. Too often criticisms are made on 
the basis of incomplete evidence. 

I know I may seem starry-eyed on the 
matter of the strong carrying the weak. A 
very good example occurs to me, however, 
from your own field here in Chicago. Two 
years ago in the middle of the year we were 
confronted with the problem of children 
accumulating in the Juvenile Court for whom 
provision needed to be made, and the Com- 
munity Fund had no money. We wrote to a 
number of agencies which we thought would 
not need their full allocations, including the 
nursing organizations, and asked them if they 
would be willing to give up a certain amount 
so that we could allocate funds for the care 
of these children. Over $36,000 thus re- 
linquished was used for the care of these 
children. 

Going back to the question of what mem- 
bers of boards can do when community 
chests do not provide the necessary funds, let 
us assume that by chests you mean the com- 
munity, that you have actually done every- 
thing possible and the campaign group has 
done everything possible to raise the money 
which the various groups involved in the 
chest believe is necessary for agency programs. 
Then it seems to me that if you, in good faith 
have entered into an arrangement with a chest 
with the understanding that you would not 
attempt to raise contributions, independently, 
you have no recourse but, in conjunction with 
other organizations in the community, to 
reduce your program in such a way that the 
least hardship will result. It may, of course, 
be possible that you can augment your other 
income with the approval of the chest group. 

My experience with agency estimates of 
need and the contributions which are forth- 
coming from the community has been that 
they never quite meet. If the gap is not too 


big, I think that may be a healthy situation. 
It is good for agencies constantly to have to 
examine their programs in relation to other 
programs and needs in the community to see 
if they can be adjusted downward. It is also 
good for campaign groups to be pushed to 
raise more funds for welfare purposes. The 
important thing, however, is for your board 
to be in on the estimate of needs which 
furnish the basis for the campaign goal and 
to be in on the decisions regarding adjust- 
ments which must be made if goals are not 
reached. This requires board member par- 
ticipation on budget committees, which takes 
into account broad community needs rather 
than just the needs of particular agencies in 
which individual board members may have 
a particular interest. 

The review of agency budgets is also a 
point at which there may be misunderstand- 
ing between the central group and individual 
nursing organizations. Many budget people 
agree that although the initial review of 
the budget should be on a line by line basis 
there should be some flexibility in the ad- 
ministration of the budget. By that I mean 
that agencies should be allowed to make 
certain adjustments within major expendi- 
ture items which do not affect program without 
formal presentation for chest approval. On 
the other hand, it is generally recognized that 
adjustments in budget during the year which 
affect program should be discussed with the 
budgeting committees. 


| AM GOING to talk for a moment now about 
the type of fund which we have here in 
Chicago which does allow—and even insists 
on—the member agencies raising a certain 
amount of their contribution need, since I 
know that some of you are interested in this 
situation. Here in Chicago the Community 
Fund approves budgets of its 192 agencies 
(exclusive of hospitals) of approximately 20 
million dollars. Our budget reviewing com- 
mittees are responsible, not only for recom- 
mending allocations for the agencies, but also 
for approving the programs for which ex- 
penditure of 20 million dollars is necessary. 
About one third of this money comes from 
earnings and endowment income, about one 
third is raised by the agencies in contributions, 
and about one third is allocated by the Com- 
munity Fund. This means that if an emer- 
gency arises during the year for which the 
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Community Fund does not have money or 
if the agency wishes to expand its program 
beyond the funds which the Community Fund 
thinks it can raise, if the program meets with 
the approval of the budget reviewing com- 
mittee from a program standpoint and a 
community standpoint, the agency is permit- 
ted to raise this additional money. 

Many agencies consider this an obvious 
advantage in the Chicago plan. It does place 
squarely on the boards of individual agencies 
the responsibility as well as the privilege, not 
only for assisting in the fund campaign for 
the good of all, but for raising funds specifical- 
ly for services about which they feel a deep 
personal interest and obligation. On the 
other hand, it does not sacrifice the overall 
consideration of programs and trusteeship of 
funds which is generally conceded to be an 
asset in a central fund-raising organization. 

There is so much yet to be learned about 
the best methods to assist people in difficulty 
that I believe it is well to have many people on 
boards of many agencies studying their pro- 
grams and having personal convictions about 
the worth of their programs, which they must 
have if they know that in the last analysis 
part of the funds of such programs must be 
raised by them. The Chicago plan also allows 
for some differences in standards depending on 
whether or not individual boards have enough 
conviction about the importance of higher 
standards in their agencies than the Fund can 
finance for all to be willing to raise additional 
money to put such standards into effect. 

There are obvious disadvantages to such 
a plan. It is undoubtedly more expensive. 
It is not as tidy. It is troublesome to the 
business men who get many appeals. I would 
simply remind you that democracy is not 
tidy, and also that economy is often bought 
at the price of over centralization. 

The next few years are undoubtedly going 
to be difficult years from the standpoint of 
money raising. There are some indications 
that various agencies in a number of communi- 
ties are looking longingly at the Chicago plan 
of financing. It should not be proposed, how- 
ever, or considered without a thorough evalua- 
tion of both its advantages and disadvantages. 

Up to this point we have been discussing 
fund raising in chest cities and fund communi- 


* Winslow, C.-E. A. The voluntary nursing agency. 
Pustic HeattH Nursinc, November 1946, v. 38, 
p. 612. 


ties. In closing I should like to say that ] 
do not think the fund-raising problems of 
agencies in non-chest cities differ too radical- 
ly in their essentials from those in chest 
cities where boards are really doing their 
jobs. The same kind of conviction regard- 
ing program is needed, the willingness to 
work with other organizations in a central 
planning service, the desire and ability to 
interpret program,—all of these are the same, 
Also, the same admonition which one hears 
in chest set-ups that we must broaden the 
base of giving is applicable to a voluntary 
agency which is raising its own funds. Large 
individual gifts are on their way out. Many 
small contributions are needed. Some organ- 
izations are using a membership fee of a 
nominal amount which they hope will also 
stimulate the interest of the giver in the work 
of the organization. Individual solicitation 
rather than mail solicitation is advised, a 
caution regarding the use of benefits as a 
major portion of support, a question regard- 
ing the use of tag days since they are not 
economical from the standpoint of volunteer 
time involved, a strict admonition against the 
use of staff time for money-raising purposes, 
and an orderly plan and machinery in the 
board for the securing of the yearly budget,— 
these are all additional points which should be 
kept in mind for the agency operating in the 
community where there is no chest. 

Whether you as board members are raising 
money independently for your own organiza- 
tion or are working as part of a central fund- 
raising effort to raise money for all of the 
agencies in the community including your own, 
yours is a great story. 

Dr. Winslow has said:* 


There are few things more exciting than the 
vitality of an idea. A pioneer in dealing with the 
problems of a slum district in Liverpool conceives 
the possibility of a new type of service. The idea 
works, It is taken up in New York and bears fruit 
in the form of a new profession enlisting the efforts 
of thousands of devoted women; and its repercus- 
sions extend to the field of education and lead to 
new independent schools of our greatest universities. 
It spreads to Finland and Czechoslovakia and Brazil 
and the Argentine. The echo passes from one land 
to another; but it does not die out and become 
fainter as most echoes do. It strengthens and deepens 
with each repercussion. For the idea itself is alive. 


Such an idea is that of public health nursing. 


Presented at a meeting of the NOPHN Board and 
Committee Members Section, Biennial Convention, 
Chicago, Ill., June 3, 1948. 
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What Does Public Health Nursing Cost? 


By MABEL REID 


the Visiting Nurse Service of New York 

who remember Miss Lillian Wald and 
who delight in reminiscing about their per- 
sonal association with her. But to most of us, 
Miss Wald has become a kind of legendary 
character to whom can be traced many of the 
traditions and practices we hold most dear. 
One of the legends concerns the cost of public 
health nursing. 

Forty years ago Miss Wald interested of- 
ficials of the Metropolitan Life Insurance 
Company in providing visiting nurse service 
for certain of its policyholders. When asked 
how much such service would cost, she is re- 
ported to have replied, “Fifty cents a visit 
would be about right.” Those were the terms 
of that first contract for visiting nurse service 
on a fee basis intended to cover cost. That 
was what we might call cost accounting by 
intuition or inspiration. 

As the idea spread and other agencies en- 
tered into similar contracts, something more 
than the opinion of a wise and respected lady 
was needed as a basis for cost accounting. 
Agencies furnishing’ nursing service wanted to 
be sure their costs were covered and agencies 
contracting for service wanted a means of 
measuring different kinds of service available 
in various communities. A number of inde- 
pendent cost studies were attempted. One 
published by the Henry Street Visiting Nurse 
Service in 1921 was hailed by Miss Wald in 
her annual report as the most significant event 
of the year. . 

In the 1920’s the NOPHN undertook to 
work out a standard method of cost account- 
ing which it could recommend to agencies 
everywhere. The minutes and reports of the 
committee charged with the responsibility 
make fascinating reading for those of us who 


Tusv are staff members still working at 





Miss Reid is statistician of the Visiting Nurse 
Service of New York and chairman of the NOPHN 
Working Committee on the Study of Costs in Public 
Health Nursing. 


are interested in the problem today. We find 
that they first considered various time units 
and later discarded these in favor of the visit, 
the visit of average length, as the most suit- 
able and practical unit of cost in the light 
of the needs of their day. The method 
worked out at that time for computing cost 
per visit has been, with minor modifications, 
in general use ever since. It has been one 
of the proud achievements of NOPHN and of 
public health nurses. No other branch of 
the great health and welfare enterprise in this 
country has for as long a period known as 
much about the cost of services rendered as 
have the visiting nurse associations which, 
under the gentle prodding of the insurance 
companies, have been computing their cost 
per visit year after year. It has helped to 
command for them the respect and support of 
business leaders: in countless communities, 
offering convincing evidence that an associa- 
tion run on sound business principles is some- 
thing more than just a group of well-meaning 
women trying to do good. Workers in cer- 
tain other types of health and welfare work 
have only recently begun to emulate the ex- 
ample of public health nurses by tackling 
problems of cost analysis. 

But twenty years is a long time in public 
health nursing. Just as Miss Wald’s inspira- 
tional method of cost accounting became out- 
dated, so the conventional cost per visit pro- 
cedure is proving inadequate in the face of 
contemporary needs. Few of the visiting 
nurse associations for which it was planned 
limit their programs to home visiting. They 
conduct classes, furnish clinic and school nurs- 
ing service, provide part-time nursing service 
to small industrial plants, and play a tre- 
mendous role in the education and training of 
future public health nurses. None of these 
services is new. The cost per visit procedure 
recognized their existence but its concern was 
to eliminate expenses connected with them 
from the cost of the visiting program. Now we 
want to know the cost of these other services 
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themselves. Aside from the visiting nurse as- 
sociations, it is the official agencies which 
have found our present cost accounting pro- 
cedure least adequate for their needs. Ex- 
cept for a few which have contracted to make 
visits on a fee basis, health departments gen- 
erally have not been concerned with the cost 
of visits. Many of them are beginning to be 
interested in costs today, but itis usually in 
terms of the cost of a program such as mater- 
nity or tuberculosis for which funds may be 
available from state and federal appropria- 
tions. A number of health departments have 
been experimenting with individual cost an- 
alysis procedures. PusLic HEALTH NURSING 
magazine has carried reports of one or two, 
but the NOPHN has had no standard method 
to recommend other than the cost per visit 
method. 

As Margaret Arnstein pointed out at the 
institute on Friday, the cost of the nursing 
service is only a part of the cost of all the 
service rendered by a health department and 
it is not the prerogative of NOPHN to rec- 
ommend standard procedures for health of- 
ficers to follow. However, public health 
nurses have never been afraid to pioneer nor 
to venture where more cautious souls may 
fear to tread. Perhaps, if a satisfactory pro- 
cedure for computing the costs of a nursing 
division is available, health officers will be- 
come so enthusiastic about the possibilities 
and results that they will see the advantages 
of extending such a cost analysis to include all 
divisions. 


A’ FIRST it seemed as though a method for 
computing cost per hour was needed to 
supplement the cost per visit procedure but, 
as the committee began to study the problem, 
it became apparent that a complete review of 
our cost accounting procedures was indicated. 
Two gifts made such a study possible. The 
Metropolitan Life Insurance Company con- 
tributed $10,000 and the United States Pub- 
lic Health Service contributed the services of 
Margaret Arnstein as nurse director of the 
project for a period of one year. Later addi- 
tional funds were obtained through the Divi- 
sion of Research Grants and Fellowships of 
the U. S. Public Health Service and, through 
the generosity of the John Hancock Mutual 
Life Insurance Company, Katharine Peirce 
served on the study staff for a period of sev- 
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eral months. Other firms and _ individuals 
have been generous with their time and sery- 
ices, not least among them the agencies which 
opened their doors and their books to mem- 
bers of the study staff, and the nurses who 
answered their questions and kept detailed 
time records of their activities. 

A little more than one year ago Miss Ar: 
stein and cost accountants from the Trundle 
Engineering Company visited four agencies, 
—a city health department, a county health 
department, a visiting nurse association, and 
an organization combining the functions of a 
voluntary and an official agency—to explore 
the types of cost problems which might be 
encountered under such different situations, 
Miss Arnstein, with her analytical talents and 
thorough knowledge of public health nursing, 
and the Trundle accountants skilled in 
analyzing and solving cost problems in all 
types of business and industrial firms, made 
a brilliant team. Together they devised a 
single procedure to meet the complex and 
varied needs of all the agencies they visited, 
and prepared the first draft of a manual. This 
the committee received enthusiasticaMy but 
critically, a reaction which, after listening to 
the reports of other committees at the busi- 
ness meeting yesterday morning, I am per- 
suaded is not unusual for NOPHN commit- 
tees. 

Eleanor Palmquist, then a member of the 
NOPHN headquarters staff, tried the pro- 
posed method in ‘its revised form in several 
more agencies both with and without the as- 
sistance of the Trundle cost accountants. In 
the light of her experience she rewrote the 
manual, changing the method of presentation. 
Since then, two more versions have been pro- 
duced. Elizabeth Stobo who succeeded Miss 
Arnstein as director of the study, is working 
upon a third. 

The committee has truly been a working 
committee. Though it must have been dis- 
couraging to the study staff to have the com- 
mittee challenge and reject their recommenda- 
tions only to reverse its own decisions at a 
later meeting, I believe the process has been 
a productive one, and that the committee is 
satisfied that it is recommending the soundest 
and best cost accounting procedure for public 
health nursing possible at the present time. 
We recognize that there is no such thing as 
one right method of cost accounting. Busi- 
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ness firms frequently use one method for tax 
ses and another method for reporting to 
their stockholders. Both may be equally 
sound. The advantages of a standard uniform 
method are obvious if there is to be any com- 
parison of results or if the resulting costs are 
to form the basis of contracts with a common 
consumer such as the large insurance com- 
panies have been in the past and as state or 
federal agencies may become in the future. 
The committee is almost ready to recom- 
mend such a standard procedure. The method 
itself has been settled but considerable work 
remains to be done on the manual before it 
will be available in published form, some of 
it the result of suggestions which have come 
out of the institute which preceded these 
meetings. 


ND JUST WHAT is the method? Its great- 

est virtue is its versatility. Members of 
the NOPHN staff when suggesting to a local 
agency some course of action which is typical 
of similar organizations or which has proved 
successful in another agency, are accustomed 
to the reply, “Yes, but we are different.” 
And they are different. No two agencies 
operate under the same set of conditions and 
no two have exactly the same cost problems. 
Agency A, like the health department men- 
tioned before, wants to know the cost of its 
entire maternity program including prenatal 
clinics, antepartal and postpartal home nurs- 
ing visits, and classes for expectant mothers. 
Agency B, negotiating with a local cancer 
committee for financial support, wants to 
know whether a visit to a patient with cancer 
costs more or less than other morbidity visits. 
Agency C, which combines the functions of a 
health department and a visiting nurse asso- 
ciation, wants to know how much of its budget 
should come from tax funds and how much 
from the local community chest... Agency D 
offering two types of field experience to stu- 
dents wants to know the cost of each. 

The proposed new method of cost account- 
ing will give the answer in every case. 

And here I am not indulging in wishful 
thinking nor am I glibly giving advice from 
an ivory tower. I know it will do these 
things. We have just completed a cost 
analysis at the Visiting Nurse Service of New 
York, using the new method, and we are 
feeling extremely well informed about the 
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cost of the various services rendered in 1947. 

I can tell you, for example, not only the 
cost of the average visit last year, but I can 
tell you that a noncommunicable morbidity 
visit cost 16 percent more than the average 
visit and that a combined visit to mother 
and newborn baby cost 40 cents more than a 
single morbidity visit, that a not-home visit, 
least costly in money but completely wasteful 
in service, cost $1.49. 

Few activities at the Visiting Nurse Service 
of New York in recent years have attracted 
more favorable publicity and public interest 
than our classes for expectant fathers. One 
prospective young student wanted to know if 
his tuition would be covered by the G. I. Bill 
of Rights. The organization has been ap- 
proached by a film company bidding for 
exclusive movie rights. I can tell you that 
the cost of conducting such classes for fathers 

’ and mothers last year was almost $11.00 per 
class session, or nearly 60 cents per person 
attending. 

The Visiting Nurse Service of New York 
offers a number of different types of field 
experience and observation for students. I can 
tell you that the experience provided for 
undergraduate students was more costly to 
the organization than the plan for graduate 
students, that graduate students at the first 
level cost far less than those on a supervisory 
level, that students coming to the organiza- 
tion for short periods of observation were the 
most costly group of all, and that it cost 70 
percent as much to provide one-half day’s 
observation as it did for a whole day. Some 
of these things we knew or suspected through 
that intuitive cost accounting used by Miss 
Wald when no other method was available, 
but today our administrative staff is equipped 
to discuss plans for student education as it 
has never been before. It not only suspects, 
it knows. 

I could tell you lots more of the exciting 
results that came from our cost analysis by 
the new method, the cost of running the 
financial campaign, the cost of releasing a 
supervisor to teach a 16-hour course in a local 
hospital school of nursing, or how much it 
cost for our statistical office to tabulate the 
daily reports and dismissed case records of a 
neighboring visiting nurse association. But 
knowing the costs of service under the con- 
ditions which existed at the VNSNY in 1947 
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won’t solve your problems in cost. You will 


want to make your own analysis. 


Ps FIRST STEP is to think carefully about 
why you want to make a cost study and 
then to list the cost centers for costs to be 
computed. Cost center—that is a new term 
borrowed from the cost accountants. It 
simply means any program, service, or activity 
for which costs are needed. I assure you, if 
nurses on the committee had their vocabu- 
laries enriched, the cost accountants learned 
quite as much if not more from the nurses. 
Being neither a nurse nor a cost accountant 
I can speak with impartiality. The cost 
centers may be subdivided into as many 
categories as the agency wishes, but it will be 
necessary to decide upon a plan at the begin- 
ning of a fiscal period so that arrangements 
can be made for keeping a statistical count 
of service in the same breakdown. For 
example, Agency B, mentioned previously, 
which wanted to know the cost of visits to 
cancer patients, will have to keep a separate 
count of such visits. Having once decided 
upon the cost centers, the problem then be- 
comes one of allocating the various expenses 
incurred. Different classes of expenditures 
are allocated in different ways. 

Here the committee and the study staff 
attempted to achieve a delicate balance be- 
tween a high degree of accuracy on the one 
hand, and a simple, practical procedure on 
the other. In doing this they have been 
guided by the Biblical adage against straining 
at a gnat and swallowing a camel. Rent was 
a gnat. Originally it was planned to treat 
rent as a separate class of expense and appor- 
tion it among the various cost centers on the 
basis of the area occupied, but few agencies 
have such data readily available. Since rent 
constitutes only about 4 percent of total pub- 
lic health nursing expenditures according to 
data assembled by the NOPHN over a period 
of years, the end result in terms of the cost 
of a visit or the cost of a clinic or the cost 
of a* student will not be seriously affected 
however rent is handled. Certainly, the dif- 
ference would not justify keeping additional 
involved records nor the cost of having an 
appraisal made by a real estate expert. There- 
fore, it was decided to combine rent with 
other overhead expense in order to simplify 
the procedure. 


On the other hand, nursing salaries which 
constitute more than 80 percent of total ex. 
penditures are the camel which may not be 
swallowed whole. At one point, it was planned 
to charge all time spent in direct service in 
any cost center at the average staff salary 
rate, whether the service was rendered by staff 
nurse, supervisor, or director. This would 
have simplified the computations tremendous 
ly. But such a procedure would make a dif. 
ference of at least 20 percent in the cost of 
staff and student education where much of 
the direct service must be performed by high. 
ly-trained and qualified personnel employed 
at correspondingly higher salaries. There- 
fore, although it complicates the procedure, 
the committee specifies that direct service is 
charged at the average salary rate of the posi- 
tion classification required to do the job. That 
is, work which a staff nurse can do is charged 
at the average staff nurse salary rate, work 
which requires the special skills and experi- 
ence of a supervisor or special consultant is 
charged at a higher rate. 

Agencies analyzing their own costs will 
sometimes be faced with a choice of pro 
cedures. The point to keep in mind is: How 
much will it affect the end result? If the ef- 
fect is negligible, by all means choose the 
easier and simpler way. 


pow FALL into five general classes. One 

class includes items which may be 
charged directly to a specific cost center, hav- 
ing been kept separate on the agency’s books. 
For example, the cost of clinic supplies which 
are used only in clinic, or the cost of uniforms 
used only by students. 

A second class of expenses are those re 
lating to transportation—the expense of oper- 
ating agency-owned cars, depreciation on 
agency-owned cars, carfare, and money paid 
to nurses for the use of their own cars. These 
expenses are allocated on a trip basis, depend- 
ing on the number of trips made for each cost 


center. The third class of expenses is the sal-" 


ary paid for direct service which may be at 
the staff level or a higher level; the fourth 
type of expense is the expense of supervising 
staff nurse work, and the fifth class of expense 
is general overhead, administration expense, 


clerical expense, rent, supplies, insurance, and] 


all other expense otherwise unaccounted [or. 
The last three classes, (all except direct ex 


402 








which 
tal ex. 
not be 
lanned 
vice in 
Salary 
y staff 
would 
ndous- 
a dif- 
cost of 
uch of 
y high- 
ployed 
There- 
cedure, 
vice is 
1 posi- 
». That 
harged 
, work 
experi- 
tant is 


ts will 
f pro 
3: How 
the ef- 
se the 


es. One 
ay be 
or, hav- 
books. 
; which 
niforms 


ose Ie 
»f oper: 
ion on 
»y paid 
. These 
Jepend- 
ich cost 
the sal- 
y be at 

fourth 
ervising 
expense 
Xpense, 
ce, and 
ted for. 
rect ex 








PUBLIC HEALTH NURSING COST 


pense and transportation expense) are allo- 
cated on a time basis, and this means a time 
study. 

Time studies are not new to public health 
nursing agencies, either voluntary or official. 
Nurses may grumble a bit but they usually 
cooperate cheerfully in keeping track of their 
coming and going by the clock. From the time 
study it is possible to calculate the average 
time per unit in each cost center, 7. €., the 
average time per visit, the average time per 
clinic session, the average time per trip, the 
average time per student month, et cetera, 
with the same number of subclassifications as 
have been used for the cost centers. The 
agency mentioned before will need to identify 
cancer visits in its time study so that the 
average time required for that type of visit 
may be computed. Then knowing the total 
number of units in the year, it is possible to 
compute the total amount of time required for 
each cost center during the year. The time 
study itself need be made only for sample 
periods long enough and frequent enough to 
produce representative averages. When these 
standard time units have once been deter- 
mined, annual cost studies may be made 
without repeating the time study every year. 
Since the time study is the very core of the 
cost procedure, it will be worth time and ef- 
fort to enlist the understanding cooperation 
of all who participate. The committee 
strongly recommends that a time study used 
for cost accounting purposes never be used as 
a supervisory tool. It is important that the 
time records reflect what really happens, not 
what the staff nurse thinks the supervisor 
wants to see. In the time study made at the 
VNSNY, we could not foresee that the time 
chosen would include the heaviest snowfall 
ever to hit New York City, completely stalling 
transportation in some areas for days. While 
the nurses’ time records during the week of 
the storm were of academic interest, needless 
to say they were not used for cost accounting. 


| CAME OUT to Chicago in the same train with 
Anna Fillmore and Dorothy Wiesner of 
the NOPHN Statistical Service. While wait- 
ing for a table in the dining car, we got to 
talking about the cost study and the interest 
and curiosity it has aroused. It seems one 
NOPHN member wrote to headquarters, 
“Tell me, confidentially, what is the new pro- 


cedure like?” In reply, Miss Wiesner di- 
rected her to the twelfth chapter of I Kings, 
verse 14, for an answer. Perhaps you are 
familiar with the twelfth chapter of I Kings. 
I had to wait until I reached my hotel room 
and could consult the Bible provided by the 
Gideon Society before I could learn the con- 
fidential lowdown on the new procedure. This 
is the story. After the death of King Solo- 
mon, his son, Rehoboam succeeded to the 
throne. In the early days of his reign, a dele- 
gation of his subjects including some who had 
fled to exile from the wrath of his father, 
waited upon the young king. They wanted to 
know what was to be his policy toward his 
subjects. After pondering for three days, the 
king gave his answer, not heeding the counsel 
of the old men but following the advice of 
the young men of the court. “My father’s 
yoke was heavy,” he said, “I shall add to 
that yoke. My father chastised you with 
whips; I shall chastise you with scorpions.” 
If you found the old cost per visit method 
difficult to apply and became tangled up in 
the computations, don’t expect that the an- 
swers to your cost problems will come easily 
by the new method. The procedure is far 
more complex because the problems it is in- 
tended to solve are more complex. We have 
to work for anything we want. I say this be- 
cause in my zealous enthusiasm for the new 
procedure I do not want to convey any false 
impressions about it. While easy to understand 
in theory, it requires careful judgment and a 
thorough knowledge of the agency and its pro- 
gram on the part of the director who plans the 
study, thoughtful and accurate recording on 
the part of those who participate in the time 
study, and infinite patience and painstaking 
care on the part of those who tabulate the 
data and do the computations. It is this last 
aspect of the work which worries the commit- 
tee most. Granted the procedure is simple 
enough for any intelligent nurse to under- 
stand, and that it will give the answers 
needed for any cost problem, how is a small 
agency with limited or no clerical personnel 
going to carry out the laborious tabulations 
required? It has been suggested that 
mechanical tabulation may be the answer. If 
the technic can be sufficiently standardized, 
perhaps a plan may be worked out on a na- 
tional basis for agencies to send their sample 
time sheets to a central tabulating bureau to 
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be punched and tabulated by machine. The 
Metropolitan Life Insurance Company is 
working on this problem at the current time 
as a further contribution to the project. In 
the study just completed at the VNSNY, half 
the time sheets were tabulated by hand and 
half were punched on IBM cards to test one 
method against the other. We hope to have 
this problem settled before the end of the 
summer. 


HIS THEN is the status of our study. A pro- 

cedure for cost accounting has been de- 
veloped which the committee can proudly and 
confidently recommend to all public health 
nursing agencies. Some additional work is 
required on the manual outlining this pro- 
cedure in order to present the material in its 
simplest and most useful form. An experi- 
ment is under way to test the possibilities of 
mechanical tabulation as a means of simpli- 
fying or eliminating the laborious calcula- 
tions involved. What of the future? 

An application to the Division of Research 
Grants and Fellowships for additional funds 
to extend the project has been approved. Con- 
gress willing, the NOPHN beginning next fall 
plans to conduct a series of institutes through- 
out the country to teach local agencies how 
to apply the method to their own problems. 
Agencies will then be asked to make cost 
studies and submit the results to NOPHN for 
two purposes: first, to test the validity of the 
method itself, and second, to learn what pub- 


E, ALL OF Us, need to take a new look at the 
W way our children are developing. Unless we 
are very careful, very careful indeed, and very 
conscientious, there is still danger that our children 
may turn out to be the same kinds of people we are. 
There could be nothing more disastrous than that. 
We are the kinds of people who have got the world 
into the mess it is in now. We are the kinds of 
people, as all our ancestors have been, who fight each 
other enthusiastically every 15 or 20 years and have 
done so throughout all history of the human race. . . 
It is quite clear we must learn to live in peace with 
each other throughout the world. If we do not do so, 
there is little prospect that our children will finish 


lic health nursing service in different types of 
agencies in different parts of the country does 
cost. 

Does it sound like an ambitious program? 
I must confess that I have been beset by 
doubts during the past two years but, when | 
consider how much has been achieved by the 
faith and hard work of those who believed in 
the project in spite of heartbreaking mistakes 
and discouragements, I am fired with enthv- 
siasm for the future. Do plan now to attend 
the institute which will be held in your part 
of the country and begin now to think about 
what cost problems you want to study in your 
own service. 
been relatively well-informed with the limited 
tools available in the past, think what the 
situation will be in the next biennium. 

One word of caution! Is there danger that 
all this interest in and emphasis on cost may 
introduce a note of cynicism into the field of 
public health nursing? A cynic, you remem- 
ber, was defined by Oscar Wilde as “one who 
knows the price of everything and the value 
of nothing.” I believe there is little to fear. 
An intelligent knowledge of the costs of pub- 
lic health nursing service on the part of both 
nurses and members of the community they 
serve will surely lead to a better understand- 
ing and appreciation of its value. 


Presented at the NOPHN general meeting, “Re- 
port of Committee’ on Study of Costs in Public 
Health Nursing,” Biennial Convention, Chicago, Il. 
June 1, 1948. 


their lives according to the statistical probabilities 
on which the life insurance companies depend. In 
fact there is little prospect that any but a few of our 
population, a very small minority, will survive the 
next 20 or 25 years if we go on being the kinds of 
people we have been, and if we allow our children 
to reproduce our patterns. It is well worth our 
while to look at the way we were brought up, the way 
we were developed, and hope to find out what is 
wrong with us so that we may prevent our children 
from assuming those same patterns. 
Brock CuisHoim, M.D. 
From “A New Look at Child Health” an address 


delivered at the National Health Assembly and pub- 
\ 


lished in The Child, May 1948. 


404 


If public health nurses have | 


neh BAI 0 


} 








Wil 


ca 


U 
19 


es of 
does 


ram? 
t by 
hen I 
y the 
ed in 
stakes 
nthu- 
ttend 
' part 
about 
. your 
have 
mited 
t the 


y that 
| may 
eld of 
mem- 
e who 
value 
fear, 
 pub- 
both 
they 
stand- 


: “Re- 
Public 
0, Ill, 


bilities 


d. In 
of our 
ve the 
nds of 
nildren 
h our 
re way 
that is 
hildren 


, MD. 
iddress 


1 pub- © 























Nursing in Health Insurance Plans 


By FRANZ GOLDMANN, MD. 


in the home of the patient, the clinic, 

the hospital, and the custodial in- 
stitution, should be an integral part of any 
medical care insurance program. The organ- 
ization should emphasize completeness, con- 
tinuity, and consistency of service. This is 
a statement of aspirations. 

To set an objective is one thing, to translate 
it into a practicable plan quite another. 
Effective development of medical care insur- 
ance programs with nursing service requires 


Nisaes SERVICE, including service 


_ first of all a clear understanding of the princi- 


ple of insurance and the prerequisites for 
its proper application. 

Insurance against the economic hazards of 
sickness, injury, and maternity is a method 
of pooling risks and resources to budget and 
pay the cost of medical care, compensate for 
loss of earnings due to disability, or fulfill 
both these functions. According to its princi- 
pal objectives it may be “medical care in- 
surance,” “disability insurance” or a combina- 
tion of both. The widely used generic term 
“health insurance” lends itself to misinter- 
pretation and therefore should be replaced 
by the specific terminology whenever feasible. 
By proper application of the principle of 
insurance, the costs incident to sickness, in- 
jury, and maternity can be made predictable, 
budgetable, and less burdensome for the 
individual. Moreover, access to available 
services can be facilitated, as the purchasing 
power of all those who are insured is increased. 

To achieve effective pooling of risks and re- 
sources, two requirements must be met. Many 
people must band together under a single 
plan, and each member of the group must 
make small regular prepayments into a com- 
mon fund. Thus the risks are shared and the 
costs are spread over groups of people and 





Dr. Goldmann is associate professor of medical 
care, Harvard School of Public Health. He is the 
author of Voluntary Medical Care Insurance in the 
United States, Columbia University Press, New York, 
1948, 


periods of time. Large size of the group and 
sufficient prepayments are essential to both 
the establishment and the successful opera- 
tion of a medical care insurance plan. Even 
a large group may be composed of persons 
constituting unfavorable risks because of their 
poor health conditions. Adverse selection 
of risks can best be avoided by inclusion of 
many and varied groups representing a cross 
section of the population and by acceptance 
of subscribers regardless of income. The 
greater the number of persons covered by the 
plan and the more diverse the occupational 
and economic groups represented in the mem- 
bership, the better the chances of spreading 
the risks, increasing the income from pre- 
payments, keeping the rates within reason- 
able limits, providing for broad scope of 
service, and paying adequate compensation 
to the participating members of the profes- 
sions and the hospitals. 

Within its natural limitations the principle 
of insurance can be applied to any type of 
professional service and to care in general 
and allied hospitals. Nursing service must 
be part of the medical care insurance plan 
rather than be organized under a separate 
prepayment program, as the various services 
essential to adequate care of the individual 
in health and sickness are so closely related 
to one another and so interdependent both 
professionally and economically that they 
must be considered as an entity. 


oO’ THE VOLUNTARY medical care insurance 
plans now in operation in this country, 
some cover only selected types of nursing 
service and some exclude it completely. 

The cash indemnity plans, which allow 
stipulated sums of money up to a certain 
maximum toward the insured’s expenses for 
specified services, usually make reimburse- 
ment for general nursing in the hospital only, 
and frequently limit the allowance for this 
type of expense according to the rules govern- 
ing indemnification. The large majority of 
these plans are commercial, and only a small 
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number are nonprofit in character, operating 
under the auspices of industrial companies, 
associations of industrial employees, or medi- 
cal societies. Examples of nonprofit industrial 
organizations are the Columbia Employees’ 
Hospitalization Plan at the Columbia Steel 
Company in Torrance, California, and the 
Spaulding Employees’ Mutual Benefit Asso- 
ciation at the Spaulding Bakeries, Inc., in 
Binghamton, New York. 

The Blue Cross plans, the outstanding type 
of service plans providing for hospitalization 
with certain restrictions, always include gen- 
eral nursing in the hospital in their basic 
benefits but ordinarily exclude other types of 
nursing service. The comprehensive pre- 
payment plans sponsored by medical societies 
in Oregon and Washington cover general 
nursing in the hospital and in a number of 
instances also special nursing in the hospital. 
In contrast, the medical-society-sponsored 
service plans in other parts of the country 
offer no nursing service at all, as they are 
limited to certain services of physicians, 
usually surgical services in the hospital. 

The group-practice prepayment plans, 
which operate from medical centers and render 
service by a smaller or larger number of 
physicians and other members of the health 
professions working together in systematic 
association, usually have substantial numbers 
of professional and practical nurses on their 
clinic staffs for service to ambulatory patients 
and, with some exceptions, cover general 
nursing in the hospital. A few organizations 
also provide for visiting nurse service, al- 
though with limitations. An example of 
large-scale . utilization of nurses for clinic 
service under a voluntary medical care in- 
surance plan is the Ross-Loos Medical Group 
in Los Angeles, California. At the end of 
1946, the staff of this organization, totalling 
338 persons, included 98 full-time physicians 
and 118 registered nurses. Examples of non- 
profit prepayment plans covering visiting 
nurse service are the program at the Tennessee 
Coal, Iron, and Railroad Co., Fairfield, Ala- 
bama; the Stanocola Employees’ Medical and 
Hospital Association, Baton Rouge, Louisi- 
ana; and the Health Insurance Plan of Greater 
New York. The latter provides for visiting 
nurse service up to six weeks without prior 
authorization and for an additional four weeks 
subject to authorization; it has agreements 
with three visiting nurse associations that 


work with the medical groups as they do with 
private physicians in the community and re. 
ceive payment from the Health Insurance 
Plan on a cost-per-visit basis. 

To sum up, general nursing in the hospital 
by the general nursing staff is the type of 
nursing service most frequently provided for 
persons enrolled in voluntary medical care 
insurance plans, special nursing in the hospital 
is uncommon, nursing service for ambulatory 
patients is made available mainly by the 
group-practice prepayment plans, and visit- 
ing nurse service is conspicuous by its rarity. 


ie POLiIciEs adopted by the various types 
of medical care insurance plans in the 
past were dictated by uncertainty about the 
effective demand for comprehensive nursing 
service under prepayment arrangements, the 
probable costs of such service under various 
methods of payment for nursing care, and the 
personnel needed for adequate nursing of the 
individual in health and sickness. 

It was only very recently that some in- 
formation on these questions was gained. Our 
present knowledge is derived from the ex- 
perience of a few group-practice prepayment 
plans and therefore does not lend itself to 
sweeping conclusions about nursing service 
under voluntary medical care insurance plans 
operating on the basis of the individual 
practice of medicine and the fee-for-service 
method of payment to physicians. According 
to these observations it may be assumed that 
approximately 6 to 7 nurses per 10,000 per- 
sons eligible for service by group-practice 
prepayment plans are required to serve pa- 
tients coming to the clinic or medical center 
for advice, diagnosis, or treatment; and that 
anywhere from less than 10 percent to about 
20 percent of all participants need and demand 
visiting nurse service. The higher figure 
might be experienced if the eligible persons 
include many old people and young children, 
live in comfortable homes, and are fully aware 
of the advantages of visiting nurse service. 
The demand might remain far below the 10 
percent figure if the housing conditions of the 
majority of the subscribers are unfavorable, 
restrictions are imposed on the amount of 
visiting nurse service, and the physicians 
affiliated with the plan pay but scant atten- 
tion to this type of care. 

Predictions of needed personnel and prob- 
able cost remain in the realm of wild specula- 
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NURSING IN HEALTH INSURANCE PLANS 


tion unless the pattern of organization of 
nursing service is known. With the develop- 
ment of payment plans for medical care and, 
especially, insurance programs of various 
types, an old issue is becoming acute: Is the 
knowledge, skill, and time of a highly trained 
professional worker necessary to satisfy the 
various requirements of the sick, or is a division 
of labor between professional worker and 
auxiliary personnel justifiable and feasible? 

If it is true that the properly trained and 
supervised professional nurse can save phy- 
sicians’ time by carrying out certain functions 
hitherto performed by the holder of a medical 
degree, then it is equally true that properly 
trained and supervised practical nurses and 
visiting housekeepers, charged with strictly 
defined and relatively simple functions, can 
free the professional nurse for those aspects 
of nursing service for which she is indispens- 
able. Such a division of labor is imperative 
in the interest of the insurance plans as well 
as the patients and the professional nurses 
concerned. The wide application of divi- 
sion of labor will serve to increase the re- 
sources in nurse power, reduce the total cost 
of complete nursing service to members of 
prepayment plans, benefit the highly skilled 
professional nurse, and meet the needs of the 
sick much better than is possible at present. 
The only danger of such a policy lies in the 
shock it may cause to those who regard or- 
ganized use of auxiliary personnel as the thin 
edge of the wedge opening the way for the 
creation of a huge army of half-baked under- 
lings and a small elite group of swivel-chair 
generals suffering from tyrannitis supervisoris. 


i SAY THAT nursing service under medical 
insurance plans should be “adequate” is 
to state a pious platitude. What is needed 
is interpretation of a term which all too often 
is used loosely, if not misleadingly. Adequacy 
of nursing service has both a quantitative and 
qualitative aspect. Quantity and quality of 
nursing service are parts of an integral whole. 
They cannot be separated without injuring 
both. Type, scope, amount, and period of 
nursing service taken together make up the 
inclusive concept of quantitative adequacy. 
The competence of those engaged in nursing, 
the standards of the clinics and hospitals, and 
the efficiency of the organization of profes- 
sional and institutional services determine the 
quality of nursing service. The method of 


raising funds for the support of an organized 
program, the method and rate of payment to 
the nurses as well as their employers—clinics, 
hospitals, and community agencies—and the 
method of administrative organization of the 
program are the principal factors affecting 
both quantitative and qualitative adequacy. 
The time has come to develop standards of 
hospital nursing, clinic nursing, and visiting 
nursing under insurance programs—standards 
representing both the best scientific thinking 
and the most advanced application of knowl- 
edge. In this connection, a remark about 
special nursing in the hospital seems in order. 
This type of service should be made available 
through the prepayment plan only if it is 
necessary for the proper care of the patient. 
Strict indication will serve to prevent exces- 
sive use of special nursing with its high cost 
and severe strain on available nurse power. 
The number of patients needing this type of 
service will be small if the general nursing 
service is good and bed-time sedation is used 
liberally. 


Tessar’ OF medical care insurance 
plans with broad scope of service is 
likely to affect nursing profoundly. It will 
increase the opportunities for nurses with 
various types of background and experience 
by stimulating the organization of teamwork 
between professional and practical nurses. It 
will accelerate the shift from sick nursing to 
health nursing by forcing recognition of the 
facts that health supervision of supposedly 
healthy individuals is as necessary as nursing 
of the sick, that education and guidance of the 
healthy in the full and discriminating use of 
available services is as important as instruc- 
tion in personal hygiene, and that case finding 
and follow up by trained personnel are basic 
to the efficacy of insurance programs as well 
as of general health services. It is fair to 
assume that nurses in industrial plants will be 
increasingly called upon to perform functions 
hitherto more or less disregarded or side- 
stepped. Without doubt the caseload of 
public health nurses will increase as prepay- 
ment plans expand, but the financial basis of 
public health nursing can be expected to be- 
come firmer and more stable, and this fact 
will serve to attract and hold the necessary 
personnel. The services of public health 
nurses may be made available through con- 
tracts between medical care insurance plans 
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and visiting nurse associations or official 
agencies, or through employment of the 
necessary personnel by the plans themselves. 
If the latter method of organization must be 
chosen for weighty reasons, the nursing staff 
of the plan must work closely with those of 
other agencies in the community, to avoid 
waste of effort and annoyance of the patient. 

With the growth of medical care insurance 
plans many unpleasant truths, in the past so 
often discussed in the secrecy of ‘“‘coke-filled”’ 
conference rooms only, will demand debate 
in public. Among them are the low salaries 
and unfavorable working conditions of highly 
skilled nurses in many institutions and agen- 
cies, the exploitation of and Victorian atti- 
tude toward student nurses, and the gaps in 
graduate and postgraduate education of 
nurses. Only the last problem can be touched 
upon at this time. Every professional school 
must constantly and continuously revise its 
plan of instruction if it wants to keep pace 
with both scientific progress and social organ- 
ization of available knowledge and _ skill. 
Schools of nursing are no exception to this 
rule. They should lose no time to provide 
in their curricula for orientation on the socio- 
economic aspects of medicine, dentistry, and 
nursing, including the development and pres- 
ent state of medical care programs. This 
should present no difficulties if there is the 
earnest desire to allocate subject matter ac- 
cording to its value to the future nurse as a 
member of a profession and a citizen. Equally 
important is systematic expansion of post- 
graduate education of nurses not only to keep 
them abreast of scientific and technical prog- 
ress but to enable them to participate in pro- 
gram-planning, initiation and administration 
of medical care insurance plans with pro- 
visions for nursing, and maintenance of nurs- 
ing standards under such programs. 


NDIVIDUALLY and collectively nurses can do 

much to help develop sound medical care 
insurance plans. To play her full part in 
this important field of social organization for 
health service, the nurse should know and 
actively support pronouncements of national 
nursing associations, such as the admirable 
statement “Nursing in Prepayment Plans,” 
prepared by a Joint Committee of the NOPHN 
and the ANA. She should be informed on the 
policies, practices, and experience of voluntary 
plans in her own local community and state, 


follow the literature on plans in other parts 
of the country, and work for the introduction 


of that type of program which holds greatest ’ 


promise of providing for comprehensive nurs- 
ing service at reasonable cost. Last but not 
least the nurse should familiarize herself with 
both the basic philosophy and the content of 
bills introduced in Congress and state legis- 
latures. Of the numerous health bills which 
came before the 80th Congress in 1948, two 
dealt with medical care insurance. The Na- 
tional Health Act of 1947 (S. 545), sponsored 
by Senators Taft, Smith, Ball, and Donnell, 
proposed among other things allocation of tax 
funds to the states to make payments “to any 
voluntary health, medical, or hospital in. 
surance fund, or other fund, operated not for 
profit, in behalf of those families and individ- 
uals unable to pay the whole cost of such 
services or insurance therefor.” The word 
“nursing” does not appear at all in this bill. 
The National Health Insurance and Public 
Health Act of 1947 (S. 1320), sponsored by 


Senators Murray, Wagner, Pepper, Chavez, | 


Taylor, and McGrath, contained among others 
a proposal for the introduction of “prepaid 
personal health service benefits.” It provided 
for “necessary nursing services” as part of the 
hospital services and for “home-nursing” by a 
“registered professional nurse or a qualified 
practical nurse,” with the reservation that it 
might be limited for a specified period, if the 
personnel is inadequate. Visiting nurse service 
was subject to referral from the attending 
“practitioner,” to be paid for “in accordance 
with such methods as the state agency may 
approve from those set forth in regulations. . .” 
In the coming years numerous new legis- 
lative proposals concerning medical care in- 
surance will be introduced in Congress as well 
as in many state legislatures. This very fact 
will provide the most powerful stimulus to the 
expansion and improvement of voluntary pre- 
payment plans, as the history of the last 
twenty years shows. The nursing profession 
will have ample opportunity to scrutinize both 
legislative measures and experiences of exist- | 
ing plans. It should give its wholehearted 
support to any voluntary program or bill that 
holds promise of furthering the effective de- 
velopment of nursing service in the future. 


~ 








Presented at a meeting of the NOPHN Industrial © 


Nursing Section, Biennial Convention, Chicago, Ill, 
June 2, 1948. 
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| Where Will You Work —City or Country? 


By BARBARA WILCOX, R.N. 


tween nursing in a small, rural health 

department and in an urban visiting 
nurse service? What are some of the adjust- 
ments to be made by a nurse going from one 
type of agency and community setting to the 
other? These were questions which were 
discussed with a professional friend last sum- 
mer when she suggested that a few comments 
on this subject might be of help to nurses 
who are considering such a change. It is 
obvious that the adjustment necessary de- 
pends upon the individual nurse. Her ex- 
perience as a child, whether her family lived 
in a city or in the country, the kinds of 
community responsibilities she and her family 
accepted, and her way of meeting new situa- 
tions are all factors that influence her ad- 
justment from urban to rural public health 
nursing as much as or perhaps even more 
than her professional experiences. Because 
there are so many variables I can only use 
my own experiences as an illustration of the 
differences that might be noted in moving 
from a large, urban visiting nurse service to 
a small, rural health department. 

After spending two years as a staff nurse 
and two years on the supervisory staff of the 
Visiting Nurse Service of New York, in ad- 
dition to time spent in getting a degree in 
public health nursing in New York City, I 
felt that I had received a good introduction 
to public health nursing, one that was basic. 
There is no place like a good visiting nurse 
service to introduce one to the field of public 
health nursing. It was also a privilege to 
work for the historic organization once known 
as the Henry Street Visiting Nurse Service 
where many leading nurses have worked, 
and to have contact with outstanding people in 
the nursing profession at work and at school. 


A RE THERE GREAT differences be- 





Miss Wilcox is supervising public health nurse in 
the Barry County Health Department, Hastings, 
Michigan, 


_able. 


Personal life in New York was most enjoy- 
There were opportunities which would 
be impossible to enjoy in a smaller com- 
munity. Concerts, plays, and stimulating 
lectures were easily available. There was an 
opportunity to make friends in many areas of 
interest, to make friends with people who 
were doing unusual things. Living in a large 
seaport city and coming in contact with 
people of strange and varied backgrounds 
made one feel a part of world activity. 

Even with all the enjoyment of living and 
working in New York City, it was not difficult 
to come to Hastings, Michigan, to work in 
the Barry County Health Department. It was 
my native state and the county was one ad- 
joining my own home. And I was aware of 
many values to be gained by adding experi- 
ence in a rural health department to that I 
had gained in an urban visiting nurse service. 

The work setting was quite different in 
Barry County. It was delightful to return 
to the office after making home calls, to drive 
down winding roads and around lakes rather 
than to return to the office on Ninth Avenue 
on a hot fall afternoon with the many taverns, 
the crowded sidewalks, the dirty streets, and 
the people hanging out the windows to catch 
a breath of fresh air. It was soon apparent 
that the recreational facilities in a rural area 
consisted of picnics, swimming, and fishing 
in the summer and ice skating and other out- 
door activities in the winter. It was a pleasure 
to own a car and to feel the freedom of being 
able to go wherever one wished. Along with 
the joys of a car came the realization that 
car mechanics is a part of a rural public health 
nurse’s fundamental knowledge, just as being 
able to get around a city is part of the urban 
public health nurse’s equipment. 

My first impression was that public health 
nursing was public health nursing, no matter 
where it is done. Basic principles are the 
same and the people are fundamentally the 
same the world over. However, since the 
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health department offered the only nursing 
service in the community outside of the 
hospital, the program was necessarily more 
inclusive. Some services, such as_ school 
nursing and communicable disease nursing and 
control were new to me. 

In a visiting nurse service public health 
nursing is the sole function of the organ- 
ization. Co-workers are nurses and clerical 
staff. Decisions are made by nurses. I knew 
theoretically that in public health were 
public health administration, sanitation, 
statistical information, as well as public 
health nursing, but it was a different matter 
when I came to Barry County to be associated 
with it in reality, to be part of an organization 
that had many functions—not just public 
health nursing. The administrator was not 
someone in a far distant office who planned 
cooperatively with the administration of the 
visiting nursing service, but he was a very 
real part of the health department family. 
Day-by-day problems could be taken to him 
personally. The nursing staff also took an 
active part in the administrative planning of 
the public health program in the community. 

Sanitation also was a matter of direct 
personal concern. It was not an “office” to 
which one reported complaints of unsanitary 
conditions. The sanitary department con- 
sisted of a genial engineer who considered 
himself the “morale builder” of the staff. He 
was the one to whom we reported such things 
as the need of a bulletin board in a certain 
place or a light that needed fixing as well as 
poor dishwashing in a school cafeteria. To- 
gether we worked out a better method. 

The nurse in the small health department 
was a cooperating part of all phases of public 
health and it was often necessary good-na- 
turedly to defend the place of nursing as 
compared to that of engineering in the “public 
health family.” 

Working relationships were much closer and 
therefore more informal. People knew each 
other better because they stayed for longer 
periods of time and worked closely toward 
a common goal. The concern of one was the 
concern of all. Only the emphasis was dif- 
ferent. 

In a well organized visiting nurse service a 
nurse may feel more sure of herself because 
there are long established policies and ways 
of doing things in almost any situation. These 
policies perhaps are less flexible because it 
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takes longer to have them changed. In a 
smaller organization the staff can initiate 
changes in nursing procedures with the ap- 
proval of the health officer and one finds that 
both policies and procedures can be more 
flexible. 


ew HEALTH has been defined by C.- 
E. A. Winslow as “the art and science of 
preventing disease, prolonging life, and pro- 
moting physical and mental efficiency through 
organized community effort... .” It seems 
to me that in the rural area the nurse is first 
a part of the community which she serves. 
She is a member of that “organized community 
effort.” She has the opportunity to do what 
only the administrative people do in the urban 
area, rather than be, and consider herself, 
only an agent of public health. To make it 
clearer, it may be the difference between 
tactics and strategy. In the city, the public 
health nurse executes the tactics which have 
been set up by another group. In the rural 
area she herself is involved and can initiate 
strategy in this “art and science of preventing 
disease, prolonging life, and promoting physi- 
cal and mental efficiency.” In my experience 
I have seen that it is difficult for some staff 
nurses coming from a visiting nurse service 
to adjust to the fact that time spent in com- 
munity organization and interpretation of the 
public health program rather than in so many 
home visits a day is valuable. There is likely 
to be a feeling of frustration; it takes time 
and understanding of rural sociology to be 
able to see and develop the opportunities in 
her area and to function as a part of the total 
picture of public health. 

As time went on, it was easy for me to 
realize more fully the sociological differences 
between the large urban area and the small 
rural community. These differences could not 
help but affect the work of the health depart- 
ment, which of course included the work of 
the public health nurse. The people them- 


selves, the people who are truly rural such as | 


the farmer who owns his own farm, are inde- 
pendent. His farm has usually been earned 
by the efforts of hard physical labor and 
therefore it is hard for him to accept and re- 
spect anyone who does not show proof of his 
work. It is the taxes levied on his land that 
support the health department and the public 
health nurse. There has to be something very 
tangible in return for this money which he 
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has paid out grudgingly as tax on his land. 

Although the nurse working for the visiting 
nurse service feels herself a real part of the 
organization which receives its support from 
voluntary donations as well as fees in the 
community and feels the responsibility of 
interpreting service so that the community will 
support it, the nurse in the rural health de- 
partment is concerned about the quality and 
significance of her work so that the governing 
board of the county will be willing to vote tax 
money for the organization’s support. It is 
a sobering thought to realize that the twenty- 
member board of supervisors could vote the 
county health department out of existence in 
a single day. Needless to say there would be 
much community opposition but if there 
were not sufficient community understanding 
and support, the budget could be curtailed 
and even terminated. 

These groups of rural people are more 
independent. They are proud of their in- 
dependence, proud that they can take care of 
their own families, whether they are well or 
sick. Therefore, the demand for bedside 
nursing services even on a demonstration basis 
is not so great as it is in the urban area. Also, 
people have members of their family near by. 
In the city one finds people alone with no 
relatives and often no friends to give assist- 
ance in time of illness. In a rural community 
there is usually a grandmother or an aunt or 
someone to come and give care in time of 
need. 

There are certain things which I expected 
to miss and did miss when I came to the rural 
area. First, there was no organized group of 
supervising nurses with whom I could talk 
over problems and find out what was done in 
other similar situations. In the city I had 
been able to have close association with other 
people in similar positions, informally as well 
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as in organized groups. I think that this 
association is one of the things that I missed 
most. Because other supervising nurses also 
felt this same need we have begun to revive a 
plan, interrupted by the war, for meeting 
and sharing our problems and ideas. Though 
excellent consultant service was available, it 
was not as accessible as in the city and I 
found myself working out problems alone 
which could perhaps have been better solved 
in cooperation with someone else. 

In most large urban areas, there are highly 
developed community resources with well 
trained social caseworkers. In a small county 
where trained social workers are at a minimum 
it was a new experience to learn to work with 
limited resources and with people who had 
little if any professional background, making 
quite a different professional relationship 
necessary. As we know, many health prob- 
lems stem from bad social conditions and 
when resources are limited in quality and 
quantity the public health nurse carries a 
greater responsibility. 

In the end, it depends upon what one en- 
joys as to what phase of public health nursing 
provides greatest satisfaction. Whether one 
likes the rural community, rural people, the 
recreational facilities of the country, and 
whether one wants to be a part of the total 
program of public health and enjoy the family 
spirit of the small official health department 
or whether one likes the life in the city and 
the work with a large nursing organization 
is an individual choice. No matter where 
one works there is much to be done. If the 
nurse is really interested she can make a use- 
ful contribution regardless of whether it is in 
the city or the country, in an official or a non- 
official agency, for public health nursing is 
public health nursing—essential service wher- 
ever you find it. 
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Physical Therapy in a VNA 


By MARY MACDONALD, R.N. 


fore, physical therapy given in a 

voluntary public health nursing agency 
should supplement, but not supplant, similar 
services provided by the community. In 
Boston, practically every hospital has a de- 
partment staffed by qualified physical thera- 
pists; many orthopedists and other medi- 
cal specialists employ physical  thera- 
pists in their offices; and physical therapy 
is offered in a community workshop to which 
ambulatory patients may go under continued 
supervision of their own physicians. The 
only patients whose needs are not met by 
other facilities are the homebound who can- 
not afford the services of a private physical 
therapist. These are the patients we attempt 
to serve. This group may include patients 
who are homebound by causes other than 
physical disability. For example, one patient 
had a moderate hemiplegia which, physically, 
would permit his going to a treatment center 
for physical therapy. However, because his 
anxiety symptoms became grossly exag- 
gerated outside his own home, the VNA 
physical therapist visited twice weekly in his 
home. The patient’s only treatment outside 
was psychotherapy at a local outpatient de- 
partment. Another 5-year-old patient with 
cerebral palsy is the third youngest in a 
family of 7, of whom the oldest is 16 years. 
Obviously this child is homebound because 
of his family situation. 

Interpreting our part in the community 
program of physical therapy is a never end- 
ing task. Not infrequently, we are approached 
by patients already under care of outpatient 
physical therapy departments. Only if it is 
clear that going to a clinic works a serious 
hardship on the patient or his family, do we 
suggest that he discuss his problem with the 
medical officer, social worker, or physical 
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therapist at the hospital. Usually one of the 
three initiates the referral to the VNA. Some 
patients, because of language or other diffi- 
culties, cannot interpret their problems to 
the clinic personnel. Then it becomes our 
responsibility to approach the key worker at 
the hospital to explain specifically why the 
patient cannot return or is not returning to 
the treatment center. This discussion of the 
patient’s problems usually results in co- 
ordination of community effort as well as 
more effective patient care. 

In addition, we must constantly interpret 
our niche in the community program to our 
own staff nurses and physical therapists. We 
have been embarrassed to have clinic physical 
therapists say to us “Are you looking for 
work? Mr. B. brought in one of your referral 
slips and asked us to refer him to your service. 
You know he just has a Colles fracture and 
he lives practically around the corner from 
the hospital.” Then we know we have failed 
to reach an enthusiastic member of our nurs- 
ing or physical therapy staff and we hasten to 
confer with her regarding our part in the 
community physical therapy program. 

Physical therapy in a VNA usually in- 
cludes all modalities except electrotherapy. 
This phase of physical therapy is not offered 
chiefly because the required machines are 
not readily portable. Radiant heat is given 
by hand lamps, one of which is provided each 
physical therapist by the Association. Moist 
heat, including paraffin, is given in all forms. 
The major emphasis, however, is on thera- 
peutic exercises and functional activities. 
(Figure 1) Of course, the nice equipment 
common to most hospital physical therapy 
departments is lacking but our workers be- 
come very adept at utilizing the home environ- 
ment and in making adjustments in it. The 
treatment table is usually the dining room or 
kitchen table: (Figure 2) If the patient is 
unusually tall a combination of kitchen table 
and closed sewing machine may be used. 
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Plyboard (4 ft. x 6 ft. x % - 34”) covered 
with oilcloth, makes an excellent exercise table 
if placed over the bed. Exercises are super- 
vised on the floor only as a last resort because 
of the attendant fatigue to the worker and 
because our control of the patient is to some 
extent lessened. Several of our patients have 
set up parallel walking bars on back porches, 
piazzas, and even in the kitchen if the 
patient is a young child. Walkers, leased 
to our patients by the Bay State Society for 
the Crippled and Handicapped, have been of 
tremendous help. A few patients make their 
own walkers. Pulleys are inexpensive and 
may be set up with relative ease in the home. 
The amount of equipment which a patient 
may have is largely determined by the 
aptitude for carpentry of the male members 
of the patient’s family as well as the ingenuity 
of the visiting physical therapist. Our policy 
is to transfer responsibility for equipment to 
the patient, his family, or his friends. Occa- 
sionally patients live alone and have few or no 
friends. The physical therapist then has an 
opportunity to develop her own skill in the use 
of screwdrivers, handsaws, and hammers but 
naturally only on minor alterations. 

On the average, 7 home visits are made 
daily by the physical therapy staff. This 
number is naturally influenced by the travel 
time and the length of the treatment but it 
is hardly ever below 6. The average treat- 
ment time is 45 minutes. Patients are, as a 
rule, visited at the convenience of the physical 
therapist, except of course school children 
who must be seen after 3:30 or 4 p.m. Each 
physical therapist has a car, sometimes an 
agency car, and mileage is paid to the worker 
who uses her own. Approximately 15 to 20 
percent of the work-day is spent in travel. A 
study in 1944 showed that four physical thera- 
pists with cars made an average of 7.7 visits 
each per day while three workers without cars 
made only 4.8 visits each. 

In addition to the writer, the physical 
therapy staff consists at present of 6 physical 
therapists, 3 of whom are public health nurses 
and 3 of whom have physical education back- 
ground. We also have one physical therapy 
intern. All are members of the American 


Physical Therapy Association and the Ameri- 
can Registry of Physical Therapy Technicians. 
The three physical therapists with physical 
education background came to us in three 
successive years, within a few months follow- 
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Figure 1. Physical therapist supervises 
exercises and functional activities. 


therapeutic 


ing graduation from their school of physical 
therapy. From the start we naturally as- 
sumed that non-nurse physical therapists 
would need help in adjusting to work in the 
public health field but we did not know what 
demonstrations and office conferences would 
best meet their needs. Demonstrations are 
now given on bag technic, surgical technic, 
and, later, communicable disease routines in 
the home. Topics of office conferences are 
orientation to the VNA, payment for services, 
community resources and relationships, medi- 
cal services in the community, supervision and 
evaluation, maternity care, records and 
statistics. Other individual conferences are 
held on situations relating to the locale in 
which the new physical therapist is working. 
All these conferences and demonstrations are 
the complete responsibility of the districi 
supervisor. Our new gra‘uate physical 
therapists are now being piaced in the same 
office with a senior physical therapist who 
shares with the district supervisor responsi- 


bility for the new worker’s first year as a 
physical therapist in a public health nursing 
agency. The writer gives overall supervision 
and also visits occasionally in the field with 
the new staff member. This plan is proving 
sound both from the point of view of patient 
care and the professional development of the 
graduate physical therapist. 


WW" ARE frequently asked “How much 
responsibility for what nursing pro- 
cedures do you expect from physical therapists 
who are not nurses?” Our physical therapists 
take temperatures, do minor dressings, apply 
bandages, give foot and hand soaks, and apply 
hot foments. We do not expect them to carry 
out skilled nursing procedures such as hypo- 
dermic therapy any more than we would 
expect a nurse to give a muscle grading on 
the volar interossei. 

Another question that comes up is, “How 
much family health supervision do you think 
physical therapists without preparation in 
nursing can do?” With the help and guid- 


ance of a district supervisor or a senior staff 
nurse who makes home visits with a worker 
a physical therapist without nursing back- 
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Figure 2. The dining room or kitchen table can double as treatment table. 
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ground can assume a large share of responsi- 
bility for family health. At this point, let us 
hasten to inject that mutual respect for each 
worker’s special knowledge is essential to the 
success of such a project. If the physical 
therapist senses that the district supervisor 
feels that she is a second best person in the 
public health field, naturally the physical 
therapist is placed at a great disadvantage 
and cannot do her best work. If, on the 
other hand, the physical therapist can’t under- 
stand the concern of the seasoned public 
health nurse for family health or feels that 
she needs no consultant service in that direc- 
tion, failure also results. Unfortunately in 
both instances, the patient and his family 
are apt to suffer. A physical therapist with- 
out nursing background is never held re- 


sponsible for direct health supervision of | 


prenatal patients. However, she is held re- 
sponsible for reporting an expectant mother 
to the district supervisor or the public health 
nurse assigned to that area. 

The physical therapist visits with the 
nutritionist and in turn invites the nutritionist 









to visit with her, thus developing an aware- 
ness of the relationship of nutrition to family 
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health. She also confers with the mental 
lhealth consultant on all negative family re- 
lationships. She learns too how poor sanita- 
tion and crowded living conditions block 
her patient’s efforts toward rehabilita- 
tion. Through conferences on patient care, 
she becomes familiar with the functions of 
the local health department, family case work 
agencies, visiting teachers, community nurs- 
ery schools, the clergy of all denominations, 
civilian rehabilitation programs, federal and 
state welfare agencies such as Old Age As- 
sistance and Aid to Dependent Children, and 
numerous others. From these experiences she 
emerges with a keen appreciation of the im- 
portance of a total care program and thereby 
becomes of increasing value to the agency. 

Still another question is, “Are your non- 
nurse physical therapists responsible for field 
advisory visits with staff nurses?” Yes, but 
only after a year’s experience in the agency 
and then only if they are sufficiently well 
grounded in their physical therapy technics. 
The amount of field advisory service given by 
all staff physical therapists is influenced by 
the load of the physical therapy supervisor 
plus the amount of direct service for which the 
staff worker is responsible. Even if we feel 
the physical therapist is ready for more field 
advisory service, we may not give her the 
experience unless we can provide for care of 
her patients. The primary purpose of a 
voluntary agency such as ours is service to 
patients. Professional development toward 
the supervisory level is, therefore, a secondary 
consideration. The only project in which 
precedence is given to the professional de- 
velopment of the worker is the internship 
program.* No limit is placed on the amount 
of office advisory service given the nurses 
by the physical therapy staff. On the contrary 
conferences are encouraged. We try to havea 
physical therapist present in every office not 
covered by a full-time worker- at least once 
a week during office hours (8:30-9:30 a.m.). 
All physical therapists actively participate 
quite early in their experience in the district 
staff education program. 

An average of 14,000 treatments are given 
per year. About 60 percent of these are given 
by the staff of physical therapists and 40 per- 





* Macdonald, Mary. Internship in Boston VNA. 
Pustic HeattH Nursinc, February 1945, v. 37, 
p. 82-83. 


cent by about 66 nurses who work on selected 
patients with field and office advisory service 
from the physical therapy supervisor and staff, 
It has been said that when public health 
nurses take over responsibility for physical 
therapy technics, they become so involved in 
perfecting manipulative technics, that they lose 
sight of everything else. In our experience, 
this is not so and has never to our knowledge 
occurred. Our policy, however, is to postpone 
giving a new nurse experience in physical 
therapy until she is well grounded in our 
concept of total care. Doubtless the good 
judgment and wise guidance of our district 
supervisors have helped us to avoid this pit- 
fall since they make the decision regarding 
a nurse’s readiness for work in the specialty. 
Six class hours emphasizing supportive meas- 
ures, technics of holding body segments (or 
“grips”), good posture of the body in re- 
cumbency, and some very elementary princi- 
ples of massage are given to all new staff 
nurses. Three hours of the six are spent in 
actual laboratory practice. The group is 
usually no larger than 14 and the instructor 
has a member of the physical therapy staff 
assist her in the laboratory period. These 
classes bear fruit in better nursing since the 
instructor makes a special effort to point up 
technics applicable to nursing procedures. 
In addition, the new nurse is given a demon- 
stration on the patient whom she is to treat 
which is followed by a return demonstration 
and follow-up field visits at stated intervals. 
The same procedure is followed with the 
more experienced nurse with fewer demonstra- 
tions in the application of heat and massage. 
The amount and kind of heat, the type of 
massage, and the specific exercises are written 
up by the physical therapist on a special 
color form which becomes a permanent part 
of the patient’s record. This form is revised 
or changed by the physical therapist on each 
follow-up visit. 


URSES BECOME better nurses from physical 

therapy experience. At the moment, one 
new staff nurse is working to correct by 
physical therapy technics, moderate secondary 
deformities contracted in an upper extremity 
of a patient recovering from a cerebral 
vascular accident. The nurse had previously 
given nursing care to this patient. As we 
discussed the treatment after leaving the 


415 









patient’s home, the nurse said, “Next time, 
I shan’t let my patient get tight like that. 
Mrs. R. need not have developed those con- 
tractures had I been alert to the dangers of 
static joint positions.” The nurse thus de- 
velops a practical awareness of the principles 
of posture and body mechanics which perhaps 
have been rather vague to her until she 
actually sees what happens when these princi- 
ples are violated. She also learns that devia- 
tions from normal can be more easily corrected 
in the early stages so she becomes a crusader 
for early recognition of such disabilities. The 
only distressing aspect of nurses being re- 
sponsible for physical therapy treatments is 
that, when the acute nursing load is heavy, 
their patients receiving physical therapy are 
inevitably and understandably sacrificed. The 
writer can’t see any solution to this problem 
in a VNA whose limited financial budget pre- 
cludes taking on additional nurses or when 
nurses cannot be recruited even when there is 
the financial wherewithal. One can only 
make the best of the situation by carefully 
selecting patients who will suffer least by 
reduction or even omission of treatments. 
Fortunately, this problem presents itself only 
when an outbreak or epidemic of measles or 
chicken pox, for example, occurs in the com- 
munity. Of course service to patients with 
long-time illness must always be rationed to 
some extent. 

Of course the patients who suffer least in 
any situation which curtails professional 
service are those whose family members have 
been receptive to intelligent instruction not 
only of the manual technics but also of the 
principles underlying treatment. Instruction 
of this nature is an integral part of all phases 
of a VNA program and its importance in 
physical therapy cannot be overemphasized. 
Every effort is made to have the daily activi- 
ties of the patient and his physical environ- 
ment harmonize rather than conflict or negate 
the objectives of the physical therapy treat- 
ments. When a physical therapist visits in the 
home, an enviable opportunity is hers to 
guide the patient and his family toward ac- 
tivities of a positive nature. The visiting 
physical therapist learns also to avoid instruc- 
tions that are obviously not practical from the 
standpoint of the total family situation. 

All disease conditions and all age groups 
are treated with fractures, cerebral vascular 
accidents, and poliomyelitis making up the 
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largest quotas. Paraplegics, amputees, arth. 
ritics, patients with extensive burns, cerebral 


palsy, and birth injuries also form a sizable { 


fraction of the case load. In general the 
condition of the patient’s joints and muscles, 
the aptitude and experience of the nurse 
working in the patient’s district, and of course 
the load of the physical therapist in the 
area determine whether a patient is to be 
treated by a nurse or physical therapist. 
However, every VNA has a small group of 
patients for whom physical therapy is pre- 
scribed and for whom’ because of a cardiac 
or other condition, general nursing observa- 
tion of pulse, color, facial expression, et 


cetera, is most important. In a_ hospital | 


situation these patients can be cared for very 
adequately by the physical therapist without 
nursing background since these patients are 
under twenty-four hourly medical and nursing 
observation. In the home, with medical visits 
spaced irregularly, the busy physician de. 
pends upon us to tailor our treatment to the 
daily condition of the patient and to report 
to him signs and symptoms of impending 
trouble. If a nurse physical therapist is not 
available, we have found it wiser to have 
these patients carried by the nurse with 
technical consultation from the physical 
therapist. Frequently, these patients need 
some kind of nursing care in addition to 
physical therapy. If a patient requires ex- 
tensive nursing care as well as_ physical 
therapy, it is worth while having a nurse visit 
in the morning and a physical therapist later 
in the day after the patient has had a rest 
period. A patient needing extensive dressings 
to two or more extremities as well as exercises 
for limited range of motion in several joints 
would fall in this category. In five years 
experience, only four patients needed two 
visits a day but in each case the plan was 
sound economically since the patients all 
made speedier recoveries. 

A study of our sources of referral for 
physical therapy indicates that 52 percent 
were from hospitals, 28 percent directly from 
physicians, 11 percent from patients or their 
families, 7 percent from our own staff, 1 per- 
cent from insurance companies and 0.05 
percent each from social agencies and nursing 
homes. 


A LIMITED number of physical therapy 
students in their senior year at two 
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schools of physical therapy, Sargent and 
Boston-Bouve, spend 20 to 30 half days with 
our agency. Each school sends two students 
every 10 weeks. This program is still in the 
embryonic stage but we are interested in 
making it as productive as possible. Each 
student is assigned to an experienced staff 
physical therapist who becomes the student’s 
adviser during the period of her field affilia- 
tion. We purposely restrict the student’s 
case load since we wish her to have ample 
time to study each patient and to get 
acquainted with her patients and their fami- 
lies. Before leaving, each student writes a 
case history of one of her patients. She is 
given an outline to follow which points up 
total care of the patient. Other student ex- 
periences include a half day’s observation 
with the nurse or nutritionist or both if it can 
be arranged. Office conferences include com- 
munity resources, medical services in the 
community, payment for services. The 
student also sits in on any current district 
office activity. Physical therapy students are 
the only group coming to the Association who 
do not pay a tuition fee. This is because 
physical therapy students do not yet pay 
tuition for any clinical field experience what- 
ever. The administration at the moment 
approves this student affiliation because from 
this group we must recruit new staff workers; 
we want a pool from which we can select 
superior candidates. From last year’s group, 
one excellent student who will then have 
graduated, is joining our staff in the fall. 
Students from the Advanced Orthopedic 
Nursing Course at Boston University also 
spend 16 half days with our agency. This 
experience is planned and given overall super- 
vision by the physical therapy supervisor but 
each student, while in the field, is directly 
responsible to the district supervisor in whose 
office she is stationed. Each orthopedic 
nursing student has some observation of 
physical therapy in the home as well as 
observation of nursing care of orthopedic 
patients. In addition she has group and in- 
dividual conferences with the district super- 
visor, special consultants, and the administra- 
tion. She gives a very limited amount of 


direct nursing service. 

Public health nursing students from Sim- 
mons College having field experience with the 
VNA may spend a half day observing with a 
physical therapist but only if they have a 
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special interest in such an experience. Each 
semester, the physical therapy supervisor 
gives three to six hours instruction to the 
public health nursing students at Simmons 
College. These classes are given at the Col- 
lege and emphasize prevention and early 
recognition of deviations from normal body 
alignment in all age groups. 

Every VNA with a physical therapy pro- 
gram should have available advisory service 
from a medical specialist in physical medicine. 
We are fortunate in having such a specialist 
on our Medical Advisory Board. His under- 
standing guidance has been exceedingly help- 
ful to the administration and the physical 
therapy supervisor and staff. We also feel 
free to ask for service of an advisory nature 
from chief physical therapists at local 
hospitals and medical specialists not formally 
on our Medical Advisory Board. 

In discussing the scope of physical therapy 
in a VNA, it must be kept in mind that 
emphasis is naturally on total care of the 
patient with physical therapy a part of the 
total picture. Very often, physical therapy 
is the most vital need of the patient but the 
overall objective must never be overlooked. 
To make total care possible we presuppose 
that the worker giving physical therapy works 
closely with other specialists such as nutri- 
tionists, public health nurses, occupational 
therapists, social workers, teachers, rehabilita- 
tion counsellors, and a consultant in mental 
hygiene, and that all are under medical di- 
rection. We also presuppose a satisfactory 
community inter-agency referral plan. 


SUMMARY 

Physical therapy given by a voluntary 
public health nursing agency supplements 
similar services given by the community. 
Service to patients may be given by physical 
therapists with nursing or physical education 
background and by staff nurses working -on 
selected patients with sustained assistance 
from the physical therapy staff.* Physical 
therapists without nursing background can 
assume responsibility for some family health 
supervision if they receive guidance in this 
field from the public health nursing super- 
visor or a seasoned public health nurse. 





* Physical education background is mentioned 
only because the writer has had no experience with 
the physical therapist with a science major back- 
ground. 


Mutual sharing of knowledge and respect for 
each other’s skills are paramount to the suc- 
cess of this project. A program of physical 
therapy in a VNA strengthens the general 
nursing care given to patients. Nurses are 
better nurses from physical therapy experi- 
ence. 

Physical therapy students profit from a 
clinical affiliation with a visiting nurse agency 
and the agency has a pool from which future 


CHILDHOOD DISEASES 


4 A® OUNCE of prevention ... ” as the old adage 

goes, could very easily have been conjured up 
by some school nurse trying to stimulate interest in 
an immunization program. 

When I started to work as school nurse in the 
Fayette County schools in Indiana early last year 
I was downright frightened to learn the amazing 
number of children who had not been immunized 
against whooping cough or smallpox or diphtheria. 
Indeed, many had never been immunized at all. A 
quick appraisal of the county schools showed there 
were 1,400 pupils. In the county there were many 
persons obviously not well off but also a large group 
who were more comfortably situated. This economic 
demarcation made very little difference in the num- 
ber of children who had been immunized. This sug- 
gested to me that health education was badly needed. 

At a conference with the county health officer I 
learned the state health department no longer pro- 
vided immunization supplies for use with school chil- 
dren. The health officer also told me that the local 
physicians were so hard pressed for time it would be 
difficult to interest them in any plan to immunize 
the school children as a group. I decided to secure 
guidance from the nurse consultant in the state 
health department, Mrs. Mary E. Pickett, who of 
course was most helpful. She suggested that a sur- 
vey be made to determine more accurately the num- 
ber of children who had and had not been immunized. 

So on with the survey! Questionnaires were drawn 
up and were sent to the parents of all children from 
six months of age up to and including ten years of 
age. The survey was carried on through the schools 
with the teachers cooperating beautifully and showing 
much interest in the program. The children took the 
blanks home, one blank for each child in the age 
group under investigation. People in the community 
who had small children but who did not have any 
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staff workers are selected from desirable 


student candidates. Orthopedic nursing stu- 
dents broaden their concept of patient care 
by an affiliation with a public health nursing 
agency having a physical therapy program. 
Medical advisory.service from a physiatrist is 
more desirable in such a program. 

Physical therapy in a VNA is fitted into a 
program of total care for the individual 
patient. 


CAN BE PREVENTED 


attending school were visited by interested pupils 
who took blanks to them and then later collected the 
blanks. It was observed that the questionnaires 
taken out by small children were more apt to be 
brought back than those given to children above ten 
years of age. The more directly concerned the chil- 
dren were, the more quickly they brought back the 
blanks properly filled out. The parents entered into 
the program exceedingly well. A few refused to give 
the desired information, but only one family sent 
back the blank with a crisp, “It’s none of your busi- 
ness” written on it. 

During the period of study an extensive campaign 
about immunization was carried on. Leaflets se- 
cured from the Metropolitan Life Insurance Com- 
pany describing all phases of immunization were dis- 
tributed to the homes by the children. Movies about 
immunization were shown in the schools. I was in- 
vited to numerous clubs to discuss and show movies 
about the importance of preventing certain childhood 
diseases. 

When the survey was completed the following in- 
formation had been obtained: A total of 779 ques- 
tionnaires had been returned. The data showed 399 
children had not been immunized against pertussis, 
420 had not been immunized against diphtheria, and 
564 had not been immunized against smallpox. Of 
this number 247 had had no immunizations at all. 

Though it was not possible to carry out an im- 
munization program on a large scale some good was 
accomplished. Many parents had their children im- 
munized because of knowledge gained from the 
campaign, and other parents only needed to be re- 
minded. Then, too, the health education that was 
carried on stimulated interest in health generally. We 
believe that this interest will continue to bear grati- 
fying results. 

E1teen S. Hacker, R.N. 
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NOPHN Sections Meet at the Biennial 


BOARD AND COMMITTEE MEMBERS 


ne figures do not show how many 
of the 8,000 registered at the Convention 
in Chicago were NOPHN general members, 
but it is estimated that about 200 were there. 
The maximum attendance at the Board and 
Committee Members Section meetings—held 
when the House of Delegates was in session 
was approximately 350, many of whom were 
nurses. 

“Am I a general member?” was a frequent 
inquiry at the reception desk in Registration 
Hall bearing the sign ‘““For NOPHN General 
Members.” ‘Thus an unforeseen opportunity 
for membership interpretation was afforded in 
addition to the main objective of providing a 
personal welcome and information service to 
section members,—a relatively small group 
among thousands of nurses. Members of the 
Chicago committee attended this desk, hand- 
ing out copies of the revised Section Rules and 
leaflets telling about the board members’ 
lounge, program meetings to which they were 
invited, and information about the section’s 
activities. The reception desk served efficient- 
ly its original purpose and was frequently 
resorted to for information by public health 
nurses as well. A well located lounge in the 
Congress Hotel, where the section meetings 
were held was provided as a visiting place 
for lay people. 

Most of the Biennial general sessions were 
of equal interest and importance to lay and 
professional people so section meetings were 
planned only for times when- there were no 
open meetings. Three section sessions were 
devoted to subjects of particular concern to 
the board members, all offering opportunity 
for discussion and the valuable exchange of 
experience. 

On Wednesday afternoon two informal 
discussion groups, divided according to the 
size of the agencies of those attending and 
led by Mrs. John J. Harrington of Waltham, 
Massachusetts, and Mrs. David K. Ford of 
Cleveland, gave opportunity for board mem- 
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bers to ask and answer various questions. 
Scholarships, practical nurses, speakers’ 
bureaus, cooperative policies, pensions, public 
relations programs, recruitment and _ trans- 
portation were among the subjects discussed. 

The place of the voluntary agency in the 
total public health nursing program, how it 
can increase its earned income, and its re- 
sponsibility for the community chest budget 
raising and planning were among the points 
discussed at the meeting held Thursday morn- 
ing on “Financing” Voluntary Public Health 
Nursing Agencies. Mrs. Linn Brandenburg 
of Chicago reminded us of the tremendous 
responsibility which rests with every one who 
serves as a board member, pointing out that 
he has a share in seeing that (1) the fifteen 
million dollars spent annually by voluntary 
agencies in the United States is used only for 
programs which meet accepted standards (2) 
that his agency is helping in the development 
of a sound welfare program, developed through 
cooperation and joint planning of all groups 
of agencies within the community. (See page 
392.) Mrs. Gilbert B. Pingree of Detroit 
told how the Detroit Visiting Nurse Asso. 
ciation earns over 50 percent of its income 
through insurance contracts, patients’ fees, 
contracts with other health agencies, and 
special funds. A discussion period under the 
leadership of Elizabeth Fox of New Haven, 
Connecticut, brought questions and answers 
to points which seemed particularly interest- 
ing or perplexing. 

The citizen’s stake in the nursing structure 
was considered on Thursday afternoon. Alma 
Haupt of the Metropolitan Life Insurance 
Company reviewed the plan now under con- 
sideration for one national nursing organ- 
ization and pointed out how the lay member 
would function in that plan. The discussion 
period under the leadership of Mrs. Carl B. 
Grawn of Detroit proved how much more 
we all need to know about the implications for 
citizen participation in the proposed structure 


Mrs. P. A. 
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Section officers for the 1948-1950 biennial term—Helen L. Fisk, Chairman, Nurse Midwifery Section; 
Salmon, Vice-Chairman, Board and Committee Members Section; Geraldine Hiller, 


Chairman, School Nursing Section; and Lucile Harmon, Chairman, Industrial Nursing Section. 


and what bearing it may have on the pro- 
grams of the various organizations concerned. 
Mrs. Charles E. Rolfe, of New Haven, Con- 
necticut, section chairman, presided at the 
luncheon on Thursday which was a combina- 
tion business and program session. Anna 
Fillmore, general director of NOPHN, gave 
a picture of NOPHN activities by describing 
,a day in the headquarters office. A tribute to 
Mrs. Frederick S. Dellenbaugh, an outstand- 
ing general member of NOPHN who died in 
February of this year, written by Mrs. C.- 
E. A. Winslow, was read by Mrs. Gammell 
Cross. The Junior League of Chicago pre- 
sented “Gates of Paradise,”’ a humorous sketch 
on volunteer and staff relationship, which 
provided a good laugh plus food for thought. 
(Copies are available through NOPHN at 
50 cents each.) Revised rules for the section 
were accepted, and the nominating committee 
reported on the newly elected section officers 
and members of the executive committee. 


Members of the executive committee of the 
Section are now as follows: 


Chairman 
Mrs. Philip Eiseman, Cambridge, Mass. 


Vice-Chairman 

Mrs. Philip A. Salmon, Short Hills, New Jersey. 
New Members of the Executive Committee for 
1948-1952 

Mrs. Peter Blatz, Wilmington, Delaware; Mrs. 
Gilbert Pingree, Grosse Pointe, Mich.; Mrs. Henry 
W. Yates, Omaha, Nebraska; Mrs. Paige D. L’Hom- 
medieu, New Brunswick, N. J.; Mrs. L. F. Kimball, 
Manhasset, L. I., N. Y.; Mrs. John T. Howell, 
Wilkes Barre, Pa.; Ruth E. Rives, Buffalo, N. Y.; 
Mrs. Edward J. Nolan, Houston, Texas; Mrs. H. W. 
Parrott, Stratford, Conn. 


Members of the Executive Committee for 1946-1950 

Mrs. Dexter M. Bullard, Rockville, Maryland; 
Mrs. Benjamin H. Riggs, Portland, Maine; Mrs. 
Mildred Hatton, Edgewood, R. I.; Mrs. Alfred G. 
Kay, Chester, Morris County, N. J.; Olivia T. 
Peterson, R.N., (elected as nurse consultant 3rd term) 
Washington 13, D. C.; Elsa M. Peterson, Washing- 
ton, D. C.; Alice G. Peak, Waterbury, Conn. 


NURSE MIDWIFERY 


HE 1948 Biennial Nursing Convention 


marked the third anniversary of the found- 
ing of the NOPHN Nurse Midwifery Section. 
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Since the last biennial, recruitment for enlarg- 
ing the section membership has been carried 
out and the results have been most satis- 
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factory. Interest has been expressed by 
many persons in the proposal that the ac- 
tivities of the section be increased to include 
broader phases of maternity than nurse mid- 
wifery and also to include phases of child 
health. This will have the consideration of 
the executive committee shortly and reports 
will be sent to the membership. 

At the business meeting held on June 2 
in Chicago Sara Fetter presented a study, the 
work of two of the section subcommittees 
which collaborated on a joint report. This 
study is the first survey of certain aspects 
of preparation for and practice in nursemid- 
wifery made in the United States. The work- 
ing committees recognize full well that some of 
the findings of their study have limited 
meaning due to the comparatively small 
number of persons who participated in the 
study. Nevertheless, this number of 55 
comprises 25 percent of nurse midwives who 
have graduated from American schools of 
nurse midwifery in the last 10 years. 

It was voted that the executive committee 
direct the two subcommittees to continue 
with the survey and in order to make the 
findings more significant to invite the par- 
ticipation of those nurse midwives who at 
present are not members of the NOPHN. 
It was also the consensus that at least the 
summary of the survey be published shortly 
with the objective of stimulating other nurse 
midwives to participate in the study and also 
to share the findings with a larger group. 
This material will appear in an early issue 
of Pustic HEALTH NursING and copies of 
it will be sent to the section members. 

The tellers’ report was then presented. 
Sara E. Fetter of Baltimore was reelected to 
the executive committee and Elizabeth Peck 
of Syracuse was elected to fill the other 
vacancy on the committee. 

The program meeting which followed the 
business session was attended by an en- 


SCHOOL 


— MEETINGS of the School Nursing 
Section were held during the 1948 Biennial 


Convention. In the absence of the chair- 


man, Mary Ross, the vice-chairman, Bosse B. 
Randle, presided. 
At the business meeting, a progress report 
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thusiastic audience of 650, and many others 
were turned away for lack of space. Dr. M. 
Edward Davis, professor of obstetrics and 
gynecology at the University of Chicago, 
and Ruth Taylor, director of the nursing 
unit of the Childrens Bureau, discussed trends 
in maternity nursing and practices. These 
papers will appear in the September issue of 
Pustic HeattH Nursinc. Both speakers 
not only emphasized the progress which has 
been made in the medical and nursing care 
of mothers and babies but also pointed out 
ways whereby everyone concerned may with 
vision and courage continue to work toward 
the attainment of the goal—complete care for 
all mothers and babies. 

Officers and directors of the executive com- 
mittee of the Nurse Midwifery Section are 
as follows: 


Chairman: Helen Fisk, R.N. 
Vice Chairman: Hattie Hemschemeyer, R.N. 
For the term 1948-1952 

Sara E. Fetter, R.N., Public Health Nursing Con- 
sultant in Maternity, Maryland State Department 
of Health 

Elizabeth Peck, R.N., Associate Professor in 
Obstetrics, Syracuse University School of Nursing 
For the term 1948-1950 

Hazel Corbin, R.N., Director, Maternity Center 
Association, New York City 

Nicholson J. Eastman, M.D., Professor of Ob- 
stetrics, Johns Hopkins University 

George W. Kosmak, Editor, American Journal of 
Obstetrics and Gynecology, New York City 

Lucile Petry, R.N., Chief, Division of Nursing, 
U. S. Public Health Nursing (Alternate, Mary Dunn, 
R.N., USPHS) 

R. H. Riley, M.D., Director, Maryland State De- 
partment of Health, Baltimore 

Mrs. Frances D. Sell, Assistant Professor of 
Obstetric Nursing, Frances Payne Bolton School of 
Nursing, Western Reserve University, Cleveland, 
Ohio 

Sister M. Theophane Shoemaker, R.N., Director, 
Santa Fe Catholic Maternity Center and Institute 
of Midwifery 

Ruth G. Taylor, R.N., Director Nursing Unit, 
Childrens Bureau, Washington, D. C. (Alternate, 
Ruth Doran, R.N., Childrens Bureau) 


NURSING 


of the college nursing survey was presented by 
Raidie Poole, chairman of the College Nursing 
Committee. Objectives of the survey are to: 
(1) define the college nurse’s job or jobs (2) 
determine the qualifications for that job (3) 
study the personnel practices of nurses in 





college and (4) make findings known so that 
nurses may be better prepared for and directed 
to or selected for college nursing service. A 
three-part questionnaire was sent to 561 
schools and colleges. Part I related to 
problems, policies and procedures—to be com- 
pleted by employers of college nurses; Part 
II asked for information about the services 
and supervision; and Part III—to be an- 
swered by individual college nurses—asked for 
a description of the job from the nurse’s own 
point of view. By April 15, replies had been 
received from 201 colleges representing 38 
percent of the total in the study. The report 
is not completed but a review of the material 
received indicates a great range as to the 
functions, the preparation, and the personnel 
policies of nurses in college health programs. 

Mary Mulvany, chairman of the Joint 
Committee on the Nurse in the School Health 
Program, reviewed representation on_ this 
committee and committee activities. Purpose 
of the committee is to clear thinking and 
action as they relate to the nurse working 
with the school age child, covering the 
various national health and education organ- 
izations concerned with his health. 

Bosse B. Randle reported on NOPHN’s 
participation in the project to evaluate meth- 
ods of vision testing, sponsored by the Na- 
tional Society for the Prevention of Blindness 
and the Division of Research, United States 
Children’s Bureau. She also reported on the 
project of the National Conference for Co- 
operation in Health Education to study the 
function and preparation of the school ad- 
ministrator, physician, and nurse in the school 
health program. The report was published by 
the Metropolitan Life Insurance Company as 
School Monograph 13. A new project now 
being planned will define the functions and 
preparation of the teacher in the school health 
program. 

The section approved two resolutions which 
were forwarded to the NOPHN Resolutions 
Committee (see Pustic HEALTH NuRSING, 
July, 1948, p. 336). 

Noteworthy was the report of the secretary 
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of the section indicating that she had par. 
ticipated in institutes for nurses working with 
school age children in 5 states, giving in all 
14 days service. The spiraling interest jp 
school health among all professions and in all 
states calls for expansion of this kind of 
counseling to states as soon as possible. 

The election of the new members of the 
executive committee for the biennial period 
1948-50 was reported: 


Chairman, Geraldine Hiller, R.N., Massachusetts 


Vice-Chairman, Mary D. Chamberlain, RN, 
California 
Nurse-director, Katherine Edwards, R.N., Cali- 
fornia* ' 
Nurse-director, Lula P. Dilworth, R.N., New 
Jersey* 


Non-nurse director, Charles C. Wilson, M.D., Con- 
necticut* 

Non-nurse director, L. C. Newton Wayland, MD, 
California 

Nominating Committee, Dean Franklin Smiley, MD, 
Illinois, Solomon S. Lifson, M.P.H., New York, 
Emily S. Brown, R.N., New Jersey 
Members of the executive committee remaining in 

office are: 

Nurse-directors, Kathleen N. Leahy, R.N., Washing- 
ton, Adeline Chase, R.N., Pennsylvania 


* Elected to office for 4-year term 


Dr. Leona Baumgartner, at the program 
meeting of the School Nursing Section, made 
a critical and challenging analysis of present 
school health services and their lacks in meet- 
ing the present health needs of children of 
school age. About 600 persons attended this 
session. NOPHN has had many requests for 
Dr. Baumgartner’s paper and it will be 
published in the September Pusiic HEALTH 
NURSING. 

The executive committee met to develop 
plans for the coming biennial period. It was 
agreed that a periodic news bulletin should be 
sent to members of the section; that a com- 
mittee should study the problems of qualifica- 
tions of school nurses and state certification 
requirements; that ways be studied to 
implement the report of the Section Commit- 
tee to Set Up Standards of Supervision for 
School Nursing. (See report “Supervision of 
School Nurses”, reprints available.) 


INDUSTRIAL NURSING 


| eve was no business meeting of the 
Industrial Nursing Section during the 1948 
Biennial as the section had been inactive and 
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the executive committee had agreed to serve 


for another biennium or until the structure | 


study is completed. The inactivity of the 
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ad par section may be explained in part by the in the magazine hoping that as agencies ac- 
ng with® absence of an industrial nursing consultant at quire more staff, they will be interested in 
§ in all’ NOPHN headquarters, by the narrowing of developing part-time industrial nursing pro- 
rest inf the section’s activities to part-time industrial grams. Preliminary to this it seems desirable 
d in all§ nursing services rendered by public health to secure some information about the current 
<ind off pursing agencies, and to personnel shortages practices in the field—how many agencies are 
te in the agencies which did not permit them to giving part-time industrial nursing service, 
of the extend their services to industry. the number of plants served, and the reasons 
Period A program meeting was held on June 2. for discontinuing service in plants where 
Dr. Franz Goldmann discussed Nursing in service was formerly given. Some of this 
setts Health Insurance Plans. (See page 405.) information will be available from data being 
. RN, The officers of the section met and have secured in the 1948 Yearly Review of 
oa planned to prepare material for publication NOPHN. 
” all- 
+ New 
- WHEN YOUR CHILD HAS INFANTILE PARALYSIS 
” On- 
Ma ~ INCIDENCE of poliomyelitis was unusual- scientific articles appearing in professional 
. ly high during the first six months of this publications give the public health nurse 
,,MD,— year and outbreaks continue in certain epi- little assistance as to the type of information 
: York, demic areas. Public health nurses must that would answer the many questions of 
ning in) 5sume the responsibility, in many instances, parents. va hs ’ 
. of interpreting to the community scientific A recent publication of the National 
‘ashing-§ information concerning the disease. They Foundation for Infantile Paralysis provides 
play an important role in assisting with over- many of the answers and is written in a way 
all planning for care of poliomyelitis patients that can be easily understood by parents. 
both before an outbreak and when mounting Of this pamphlet “When Your Child Has 
ogram § case loads add an increasing burden to exist- Infantile Paralysis—Suggestions to Par- 
made ing facilities for care. The work of the public ents”* Jean I. Rebentisch, pediatric super- 
resent } health nurse in continuing care and health visor at New York Hopital, says: 
meet: supervision of poliomyelitis patients dis- 
re charged from the hospitals either immediately ao but aig agree ah pe = 4 
IS ‘ s i am e or arents whose chi as iniantle 
ts for > ag a acute stage or, oe the case of on ee Although written primarily for this pur- 
ll be those wit considerable residual paralysis, pose, the instruction is more comprehensive in scope 
, after long-term hospitalization, has much to _ than the title indicates. 
ALTH | do with the individual’s eventual complete Instructions which are applicable to the care of 
me recovery or adjustment to normal living. any sick child include suggestions as to the parent’s 
iva _ Another phase of the public health nurse's Fovtance of taking a positive attitude toward the 
Id be service both to the poliomyelitis patient and  ¢hild’s handicap; how parents can cooperate with the 
to his parents is equally important and has had doctor and hospital and help to create a good rela- 
com- much less publicity. This is the very neces- tionship between the child and those who care for 
ifica- sary assistance given the parents of a child him; how much to discuss about treatments; and 
ation Ree ah, di d ij li- prevention of psychological problems in the care of 
1 to | Whose illness has been diagnosed as poliomyeli- the sick child. 
amit. | and who has been removed to a hospital Parents whose child has a long-term illness or other 
> for care. Newspaper publicity has often been _ physical handicap should derive much help from the 
misleading and the parents may have many suggestions given in this pamphlet. Perhaps the 
mol} mistaken ideas about the disease, about the Word Bio mf — need Prorcees shine gr oe — 
nts. wor ve 
treatment, and about the chances of eventual ak a bie alee: There 9 2 hood list of a Prarie 
recovery or disability. They need reassurance pamphlets on child health given at the end. All 
regarding the care the child is receiving in the nurses working with children will want to read the 
hospital and counseling as to the care that Pamphlet and recommend it to parents. 
a a be required after he returns home. Too nid Sinaia: <diae amtalaieas iam 
) $ $. ino ationa oundation or niantie aralysis. 
fe | thes en, tien dn the past reading when our Ci Haft Pua Spe 
the tions for Parents. Publication No. 67. Illustrated. 
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Digest of NOPHN Action on the Structure Study 


BIENNIAL CONVENTION, CHICAGO, JUNE, 1948 


T THE OPENING business session, May 31, 

1948, Hortense Hilbert, chairman of the 
Committee on Structure of the National 
Nursing Organizations, presented the report 
of the Committee (see May 1948 American 
Journal of Nursing, “A Tentative Plan for 
One National Nursing Organization”). After 
pointing out the highlights of the plan, she 
said, “You have the opportunity to shape 
the future of organized nursing. The Com- 
mittee on Structure invites all possible com- 
ments and criticisms. The plan is meant to 
serve only as a springboard for discussion and 
for further development.. The committee by 
no means thinks of it as a finished piece of 
work and committee members reserve the 
right to offer changes and inclusions to the 
extent that the sponsoring organizations in 
their meetings decide upon, in order if possible 
to complete a plan that will meet the require- 
ments of the profession as a whole.” 


Miss Hubbard then explained that after the 
tentative plan had been released to the boards 
of the six national nursing organizations, these 
boards met on April 30, 1948, at the request of 
one of the six who felt it was important for all 
to think of basic organizational principles. 
Since it was not possible for the whole 
NOPHN Board to come together, the Execu- 
tive Committee met and drew up a state- 
ment of principles of organization, as did 
three other national organizations. This 
statement of principles of the four organ- 
izations was subsequently reprinted from 
the June American Journal of Nursing (see 
also June Pustic HEALTH NursING) and 
distributed at the Biennial. The NOPHN 


Board in session on the previous day (May 
30) acted favorably on the NOPHN principles 
of organization as outlined by the Executive 
Committee, with one or two small changes. 
Anna Fillmore read the Board action on these 
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principles, which were now presented for the 
action of the membership: 


Members of the Board of Directors of the Na- 
tional Organization for Public Health Nursing 
agree that the structure suggested in “A Plan 
for One National Nursing Organization” pro- 
vides a sound basis for further discussion and plan- 
ning. They are in accord that the dual task of or- 
ganized nursing, as stated in the plan, is “promoting 
and protecting the interests of the members of the 
nursing profession” and “providing better nursing 
service to the people of the United States.” 

They are firmly convinced, through experience, 
that non-nurse support and active participation are 
the strongest means through which such nursing 
service can best be promoted. Because of this con- 
viction the following principles are affirmed as guides 
for the evaluation of any plan proposed for struc- 
tural reorganization. While these principles are in 
relation to public health nursing service and edu- 
cation for it, the Board believes the principles apply 
equally to all of nursing. 
ciples, if carried into practice, would strengthen the 
development of good nursing service throughout the 
country which wilk promote better public under- 
standing of nurses’ problems and the service they 
render and, consequently, provide greater protection 
of nurses’ welfare. 

They recognize that compromises and adjustments 
are necessary to reach agreement on any plan of 
structural reorganization. However, they are so con- 
vinced of the importance of the principles enumer- 
ated below, that they cannot endorse any plan for 
reorganization which would involve compromise to 
the extent of violating these principles: 

1. That a satisfactory organization for the ad- 
vancement of nursing should include nurse and non- 
nurse participation with equal rights as members, 
except in specified areas which should be under the 
control of professional nurses. 

2. That provision should be made for the men- 
bership of agencies engaged in nursing service and 
nursing education. 

3. That public health nursing, as one of the spe- 
cialties, should have sufficient autonomy to define 
standards for service and qualifications for practition- 
ers for its own field, as well as the responsibility for 
interpreting and effectuating its program. 

The NOPHN Board of Directors also believe in 
international participation in order to improve nurs- 
ing service throughout the whole world. If the con- 
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stitution and bylaws of the International Council of 
Nurses will not permit full non-nurse participation 
in any of its constituent organizations and if the prin- 
ciples above cannot be put into practice in one or- 
ganization, the NOPHN Board of Directors recom- 
mends that another plan should be prepared by the 
Committee on the Structure of National Nursing Or- 
ganizations providing for two organizations, one of 
which will be composed of professional nurses only 
and provide for membership in the International 
Council of Nurses; the other of which will provide 
for non-nurse and agency membership and for the 
full development of nursing education and service. 
Such a plan would be the first step toward eventual 
unification. 


A motion for the membership to accept 
these principles was seconded, discussed, and 
tabled. The president and secretary were re- 
quested to arrange for an adjourned session 
of this meeting to continue discussion of the 
structure study. 

On June 2 the adjourned session of the 
first business meeting was held following the 
membership rally dinner. Miss Hubbard re- 
ported that a letter had been received from 
the secretary of the ANA stating that the ANA 
Board of Directors and Advisory Council 
had voted to request answers to four questions 
as follows: 


1. Does the House of Delegates wish one National 
Nursing Organization in place of the present national 
professional organizations? 

2. If so, should the new organization be composed 
of local, state and national units? 

3. Should the new organization include non-nurse 
members ? 

4. If so, should the non-nurse members have full 
equality of membership, including the right to vote 
and hold office ?* 


The letter asked that the boards of the 
NLNE and NOPHN submit these questions 
to their membership for consideration. 

As this letter had reached the NOPHN 
secretary after the NOPHN Board had ad- 
journed, the members of the NOPHN Board 


.were circularized and they voted to present 


the questions to the NOPHN membership. It 
was now voted by the members present to give 
these questions first consideration. 

At Miss Hubbard’s request, Miss Densford 
reported the action of the ANA House of 
Delegates on these questions which was as 
follows: ‘Questions 1, 2, and 3 were accepted 
and action on Question 4 with regard to full 
equality of membership for non-nurses had 





*The questions and action taken on them by 
NOPHN, ANA and NLNE were reported in the Ju-y 
PusLtic HEALTH NuRSING, p. 373-374. 
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been postponed until the following day, when 
the House of Delegates would meet again.” 

A motion to approve one organization was 
made. This was amended to ask for a referen- 
dum vote of the whole NOPHN membership 
and later changed to a motion to refer the 
question to the whole NOPHN membership 
for a referendum vote. A question of parlia- 
mentary procedure arose which could not be 
settled authoritatively because no parliamen- 
tarian was present. 

The remaining three questions were ap- 
proved, subject to the result of the referendum 
vote on the first question and with a change 
in the wording of Question 4 to read, ““Non- 
nurse members should have full equality of 
membership, including the right to vote and 
hold office, except in specified areas which 
should be under the control of professional 
nurses.” 

It was voted to approve the NOPHN state- 
ment of principles as presented by the 
NOPHN Board. 

It was also voted that the entire action 
taken at the Biennial business meetings be 
sent to the total membership at the time they 
are asked for a referendum vote. 

At the final business meeting on June 4, 
Miss Hubbard explained that the minutes of 
the June 2 meeting had been reviewed with 
Mr. Franklin Haiman, a _ parliamentarian 
from Northwestern University, and she was 
acting under his advice. He was introduced 
to those present. 

There being no objection from the floor, 
the motion to act favorably on Question 1, as 
received from ANA, was again placed before 
the membership with the explanation that 
a motion to amend was in order. A motion 
to refer can be used to refer to committee, 
not to a whole membership of an organization. 

The motion to act favorably on ANA 
Question 1 was twice amended and adopted 
by the membership present (under the parlia- 
mentarian’s guidance), to read as follows: 
“That ANA Question 1 be submitted for a 
referendum vote of the entire NOPHN mem- 
bership including individual and agency 
members; that the NLNE be advised of 
NOPHN action; and that NOPHN approve 
one national nursing organization, awaiting 
the vote of its membership, if one acceptable 
organization can be developed which will 
include nursing service and nursing education 
interests and full non-nurse participation, 
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except in specified areas which should be 
controlled by professional nurses.” 

A motion to submit the other three ANA 
questions to the whole membership was lost. 

It was voted “that the Structure Commit- 
tee be asked by NOPHN in the event that 
one organization cannot be constructed which 
will assure continued membership of the 
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American nurses in the International Council 

of Nurses and at the same time assure voting 

membership of non-nurses and agency mem- 

bers, to prepare one or more alternate plans 
for more than one organization.” 

ANNA FILLMORE, Secretary 

NATIONAL ORGANIZATION FOR 

PUBLIC HEALTH NURSING 


| Vote No 


SHALL VOTE “No” when the NOPHN calls 

for the referendum vote of its whole mem- 
bership on the question of whether we want 
one, and only one, nursing organization, and 
I welcome the opportunity to give my reasons. 

The Structure Committee defines the “dual 
task” of organized nursing as “promoting and 
protecting the interests of the members of the 
nursing profession,” and “providing better 
nursing service to the people of the United 
States.” I contend that these two tasks are 
of equal importance, and that neither one can 
be subordinated to the other. But each task 
is governed by a principle, and the two 
principles are unlike. The principle governing 
the promotion and protection of the interests 
of professional nurses is that nurses must have 
control of professional standards, practices 
and content, and of qualifications and eco- 
nomic interests. The principle governing the 
provision of better nursing service to the 
people is that the people themselves, as sup- 
porters and consumers, have equal rights with 
nurses in the promotion, organization, dis- 
tribution, and financing of nursing service and 
of nursing education. It seems to me obvious 
that these two principles cannot be fulfilled on 
equal terms in the same organization, since in 
the one case nurses must be supreme, and in 
the other, the public must have equal rights 
with nurses. 

Let us examine the alternative suggestions 
for the composition of the Board of Governors 
and the House of Delegates of one organ- 
ization (were we to have only one), and see 
what possibility there is of guaranteeing that 
both principles shall be equally upheld. 

Suppose the principle enunciated by the 





426 


NOPHN were accepted, that the new organ- 
ization should include nurse and non-nurse 
members with equal rights except in matters of 
a strictly professional nature. This would 
open the Board of Governors and the House 
of Delegates to non-nurse members. Now 
the Board of Governors and the House 
of Delegates are the final authority in matters 
of policy, program, and finances. Even though 
the non-nurse members could not vote on 
purely professional matters, they could 
certainly influence these matters through 
their vote on general policy, program, and 
funds. I think it is unlikely that this in- 
fluence would be used harmfully in this 
country, but so long as it is possible for this 
to occur, we cannot guarantee the protection 
of the interests of the profession. The only 
way that can be done is by limiting the mem- 
bership of the Board of Governors and the 
House of Delegates, to nurses. 

If this is important in this country, it is 
many times more so in Europe and other 
countries, where nurses do not have the status 
they enjoy in the USA. To ask the ICN to 
allow one constituent, the ANA, to open its 
doors to non-nurse members would be asking 
the ICN to establish a precedent which might 
very well jeopardize the principle of control 
of professional matters by nurses. This would 
endanger our profession the world over. I 
am sure no thoughtful nurse wants this to 
happen. 

Now, let us look at the alternative sugges- 
tion for the composition of the Board of Gov- 
ernors and House of Delegates. It is that these 
bodies shall be made up of nurses only. Non- 
nurses might possibly be admitted as members 
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or associate members in some subordinate seg- 
ment of the Association, but they would be 
rigidly excluded from the Board of Governors 
and the House of Delegates. This being true, 
we could not be certain of fulfilling the 
principle which underlies “the provision of 
better nursing service to the people.” Even 
though non-nurse members might share with 
nurse members in some subordinate part of 
the Association, and have considerable autono- 
my at that level, the Board of Governors and 
House of Delegates would always be in final 
control. In other words, nurses alone would 
have the final voice. The only way fulfill- 
ment of this principle can be guaranteed is 
by having non-nurse members on the Board 
of Governors and in the House of Delegates. 
And there you have it. The two principles 
require exactly opposite conditions for their 
fulfilment. Does it not follow that two 
organizations are necessary to accomplish the 
“dual task?” 

The NOPHN is unique in that it has been 
the one example of recognition and acceptance 
by a profession of this principle of the equal 
voice of the people with the profession in the 
promotion of professional service. The NLNE 
more recently has moved in this direction. 
After 36 years of successful demonstration 
of the soundness of this principle in promot- 
ing nursing service, would we not be short- 
sighted, indeed, to renounce it now, for now 
more than ever nursing needs the support and 
understanding of the laity? 

Dr. Esther Lucile Brown’s School Study, 
the most exciting and promising thing that 
has happened in relation to nursing in the 
last quarter century, will carry us into stormy 
waters. The reforms she advocates will be 
extremely difficult to achieve. Nurses cannot 
achieve them alone, nor should they expect to. 
Hospital trustees and directors, university 
trustees, educators, the medical profession, 
legislators, employers and users of nursing 
service all will play significant roles in de- 


STRUCTURE STUDY 





termining what nursing service and nursing 
education in the future will be. 
utmost importance that we work with them, 
and they with us, in whatever needs to be 
done. 
to work through associate membership in 
some subordinate division or committee of a 
nurse-controlled organization? 


It is of the 


But can we expect them to be willing 


If, instead of that, suppose we were to have 


the ANA absorbing the NACGN and perhaps 
some functions of the AAIN, and a second 
organization merging the functions of the 
NOPHN, NLNE, ACSN, and other functions 
of the AAIN. Suppose this second organ- 
ization were to have nurse and non-nurse 
members on an equal footing, thus bringing 
the public and the profession into strong 
partnership. Suppose schools of nursing and 
nursing agencies also had membership. Would 
it not be reasonable to hope that through 
such a meeting of minds, agreement would 
eventually be reached as to the wisdom and 
desirability of suggested changes? 
gether there would be the strength to carry 


And to- 


them through in a way to promote the general 


welfare, and at the same time to insure the 


satisfaction of nurses themselves. 

These are the reasons why I shall vote 
against one organization and shall hope we 
may ultimately agree that two organizations 
are necessary to perform these two great but 
unlike tasks. May we then proceed with 
zeal and enthusiasm to the necessary reorgan- 
ization of the present six national bodies into 
two, each independent of the other and in 
full control of its own affairs, but working 
together in many projects and sharing many 
common facilities? Such organization of 
nursing I believe will enable us to carry out 
our dual tasks with realism, vigor, judgment, 
and democracy. 


ELIzABETH G. Fox, R.N. 
VISITING NURSE ASSOCIATION 
NEW HAVEN, CONN. 


Sometimes Compromise Is Needed 


T THE BIENNIAL Nursing Convention the 
future structure of the six national nursing 
organizations was discussed again. The House 
of Delegates of the American Nurses’ Asso- 
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ciation voted that they approved one organ- 
ization and that they approved lay member- 
ship in this organization. They did not come 
to any decision regarding the amount of 


participation the lay members should be 
allowed, that is, whether they should be al- 
lowed full voting privileges and entitled to 
hold office, or whether they should be asso- 


ciate members without these rights and 
privileges. It appeared that sentiment favored 
the latter possibility though it was impossible 
to tell what the results of the vote would have 
been, as early in the week it did not appear 
that they would vote for lay membership at 
all. 

The questions placed before the NOPHN 
members at the Biennial were the same as 
those voted on by the House of Delegates. 
Discussion centered around the question 
whether there should be only one organization 
if lay members were not allowed full rights and 
privileges in that organization. Katharine 
Densford, president of the ANA, in presenting 
the action of the House of Delegates sug- 
gested that the NOPHWN also approve one 
organization and that if all six organizations 
could not agree on the amount of participation 
lay members should have, we work out our 
compromise within this one organization 
rather than set up separate ones. 

I think every member of NOPHN is con- 
vinced of the importance of lay membership 
and a full participation in order that lay 
members can feel their responsibility and in 
order that they will feel that it is worth 
while to work with the professional nursing 
staff on the various projects designed to im- 
prove health services in the community. We 
all agree that lay membership has been one 


OVEREXPOSURE TO 


Each spring and summer, overly enthusiastic sun 
worshippers reap the sad experiences from the irritat- 
ing effects of sunlight upon the skin. Moderate ex- 
posure produces a sensation of warmth and relaxa- 
tion followed by slight flushing of the skin. Pro- 
longed exposure on the other hand, leads to irrita- 
bility, sleeplessness, and inflammation of the skin. 
There may be blistering and destruction of tissue 
with absorption of poisonous products from such 
areas in severe generalized cases. 

In addition to the dangers from an overdose of 
ultraviolet there are the hazards associated, par- 
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of our strongest supports in the public health 
nursing field. I do not feel that it is necessary 
to re-emphasize this point. However since the | 
American Nurses’ Association has approved 
lay membership in the one organization for 
which they voted, it would seem to me that 
we could start from this point and work 
towards fuller participation by the lay mem- 
bers. I am sure that the lay people who have 


been working with NOPHN over the years | 


would be willing to accept membership and 
work on committees even though they do 
not have a vote. I feel equally certain that in 





a fairly short time we could obtain voting 
privileges for them in the sections in which 
they are most concerned. 

It seems to me that if we cannot compromise 
at this point but insist upon setting up a 
second organization we will start down a path 
that never ends for then each time some group 
does not agree with another group they will 
set up a separate organization and we will 
end up with six or more organizations just 
as we have now. One might point out that 
the House of Delegates of the American 
Nurses’ Association has made its compromise 
from its original stand by voting in favor 
of lay members. It seems to me that we 
should meet them half way by joining in one 
organization even if we cannot get full agree- 
ment on the degree of responsibility that lay 
members should have in that organization. 

Margaret G. ARNSTEIN, RN. 
DIVISION OF NURSING 
UNITED STATES PUBLIC HEALTH SERVICE 


SUN DANGEROUS 


ticularly in the summer, with the sun’s heat rays. 
Normal persons differ appreciably in their ability 
to withstand heat. Most easily affected are the 
very old, the very young, the obese, and those with 





systemic disease. Excessive exposure to heat may give | 


rise to heat prostration, heat stroke, or heat cramps. 
Persons who have once had sunstroke are particular- 
ly susceptible to its effects and require special pro- 
tection against it. 


From Weekly Health Bulletin, July 12, 1948, 


Connecticut State Department of Health. 
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Programs of Study 


For THE PREPARATION OF PusLic HEALTH NurRsES 
The programs listed below were approved as of November 1947 


Thirty-three of the thirty-seven educational 
institutions listed* below offer to graduate 
nurses programs of study in public health 
nursing leading to a degree. While the ob- 
jectives of these programs are different, with 
a resulting variation in admission require- 
ments, length, and content, they all meet 
the minimum requirements of the National 
Organization for Public Health Nursing in 
theoretical and practical instruction, and are 
approved by the Committee on Accreditation. 
Students unable to take the full program at 
one time are usually permitted to take it in 
semester or quarterly units, or in summer 
sessions. If taken on a part-time basis, the 
program should be completed within a five- 
year period. 

The six institutions which offer a basic 


California 


professional curriculum leading to a degree 
prepare their students for professional practice 
in the home, hospital, and public health 
agency. The graduates of these degree pro- 
grams are qualified for staff level positions 
in public health agencies which provide direct 
nursing supervision. 

For further information about the 33 pro- 
grams of study in public health nursing for 
graduate nurses, or about the four basic 
professional curricula, write directly to the 
person whose name is listed under each in- 
stitution. 





* The fact that a university is not on this list 
does not necessarily mean that it is not eligible; 
it may mean that the institution has not applied for 
accreditation. 


Berkeley. University of California, School of Nursing, Berkeley 4. 


Department of Nursing, 405 Hilgard Avenue, Los Angeles 


Los Angeles. University of California, 
24. Mrs. Margaret Robertson, Acting Chairman, Department of Nursing. 
Colorado 
Boulder. 


Professor of Public Health Nursing. 
District of Columbia 


Washington. The Catholic University of America, School of Nursing Education, Washington 17. 


University of Colorado, School of Nursing, Boulder. 


Mrs. Pearl Parvin Coulter, Associate 


Agnes 


A. O’Leary, Acting Director, Division of Public Health Nursing. 


Illinois 
Chicago. University of Chicago, 


Division of Biological Sciences, 5733 University Avenue, Chicago 37. 


Mary M. Dunlap, Associate Professor, Nursing Education. 


Chicago. Loyola University, 
Tirector, Department of Public Health Nursing. 
Indiana 
Bloomington. 
Eugenia K. Spalding, Director. 
Massachusetts 
Boston. Simmons College, 
of Public Health Nursing. 
Michigan 
Ann Arbor. 
of Public Health Nursing. 
Detroit. 
Minnesota 
Minneapolis. 
Director, Course in Public Health Nursing. 
Missouri 


St. Louis. St. Louis University, School of Nursing, 1325 South Grand Boulevard, St. Louis 4. 


University College, 820 N. Michigan Avenue, Chicago 11. 


University of Michigan. School of Public Health, Ann Arbor. 


University of Minnesota, School of Public Health, Minneapolis 14. 


Edna Lewis, 


Indiana University, Division of Nursing Education, School of Education, Bloomington. 


School of Nursing, 300 The Fenway, Boston 1. Marjory Stimson, Professor 


Ella E. McNeil, Professor 


Wayne University, College of Nursing, Detroit 1. Katharine Faville, Dean. 


Margaret S. Taylor, 


Helen 


E. Kinney, Director, Division of Public Health Nursing. 


New Jersey 


Newark. Seton Hall College, School of Nursing Education, 40 Clinton Street, Newark 2. 


Caroline 


di Donato, Director, School of Nursing Education. 
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New York 
Brooklyn. St. John’s University, School of Nursing Education, 96 Schermerhorn Street, Brooklyn 2, 
Mary C. Mulvany, Dean, School of Nursing Education. 
Buffalo. University of Buffalo, School of Nursing, 25 Niagara Square, Buffalo 2 Elizabeth M. Hanson, 
Administrator of the Public Health Nursing Program. 
New York City. Columbia University, Teachers College, Division of Nursing Education, 525 West 
120th Street, New York 27. Lillian A. Hudson, Professor of Nursing Education. 
New York City. New York University, School of Education, Washington Square East, New York 3. 
Amy Erickson, Director, Program of Study in Public Health Nursing. 
Syracuse. Syracuse University, College of Medicine, Syracuse 10. Ruth E. TeLinde, Director, Depart- 
ment of Public Health Nursing. 
North Carolina 
Chapel Hill. University of North Carolina, School of Public Health, Department of Public Health 
Nursing, Chapel Hill. Ruth W. Hay, Professor of Public Health Nursing. 
Ohio 
Cleveland. Western Reserve University, Frances Payne Bolton School of Nursing, 2063 Adelbert 
Road, Cleveland 6. Ellen L. Buell, Director, Programs of Public Health Nursing. 
Oregon 
Portland. University of Oregon, Medical School, Department of Nursing 3181 S.W. Marquam Hill 
Road, Portland 1. Eleanor Palmquist, Course Director in Public Health Nursing. 
Pennsylvania 
Philadelphia. University of Pennsylvania, Department of Nursing Education, 3810 Walnut Street, 
Philadelphia 4. Katharine Tucker, Director. 
Pittsburgh. Duquesne University, School of Nursing, Pittsburgh 19. Mary V. Adams, Director of 
Public Health Nursing Program. 
Pittsburgh. University of Pittsburgh, School of Nursing, Cathedral of Learning, Pittsburgh 13. Dr. 
Dorothy Rood, Chairman, Department of Public Health Nursing. 
Puerto Rico | 
San Juan. University of Puerto Rico, School of Tropical Medicine. Celia Guzman, director, program 
of study in public health nursing. 
Tennessee 
Nashville. George Peabody College for Teachers, Nashville 4. Beatrice M. Clutch, Associate Professor 
of Nursing Education. 
Nashville. Vanderbilt University, School of Nursing, Nashville 4. Helen M. Howell, Associate Professor 
of Public Health Nursing. 
Texas 
San Antonio. Incarnate Word College, San Antonio. Petronilla Commins, Director, Program of Study 
in Public Health Nursing. 
Virginia 
Richmond. Medical ColJege of Virginia. Program of study in public health nursing for white students, 
Medical College of Virginia School of Nursing, Richmond. Program fér Negro students, St. Philip 
School of Nursing. C. Viola Hahn, Director, Department of Public Health Nursing, 1222 East Marshall 
Street, Richmond 19. 
Washington 
Seattle. University of Washington, School of Nursing, Seattle 5. Kathleen M. Leahy, Director, Pro- 
gram of Study in Public Health Nursing. 
Wisconsin 
Madison. University of Wisconsin, School of Nursing, 1402 University Avenue, Madison 6. Martha R. 
Jenny, Associate Professor of Public Health Nursing. 
Milwaukee. Marquette University, *ollege of Nursing, 3058 North 5ist Street, Milwaukee 10. Norma 
C. Beckman, Head of Department of Public Health Nursing. 
Territory of Hawaii 
Honolulu. University of Hawaii, Department of Nursing, Honolulu 10. Virginia A. Jones, Assistant 
Professor of Public Health Nursing. 


The following schools have been accredited jointly by NLNE and NOPHN. 


Connecticut 
New Haven. Yale University, School of Nursing, New Haven. Elizabeth S. Bixler, Dean, School of 
Nursing. 
New York 
New York City. Skidmore College, Department of Nursing (New York Post-Graduate Medical Schocl 


and Hospital), 303 East 20th Street, New York 3. Agnes Gelinas, Chairman, Department of Nursing. 


Tennessee 
Nashville. Vanderbilt University, School of Nursing, Nashville 4. Frances Helen Zeigler, Dean, 
School of Nursing. 
Washington 


Seattle. University of Washington, School of Nursing. Mrs. Elizabeth S. Soule, Dean, School of Nursing. 
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Reviews and Book Notes 


HANDBOOK OF COMMUNICABLE DISEASES 


By Franklin H. Top. 2nd ed. St. Louis, C. V. Mosby, 

1947. 992 p. $8.50. 

This second edition is highly recommended 
for all whose interests and professional re- 
sponsibilities focus in any way on the com- 
municable diseases. The addition of fourteen 
new chapters dealing with infections not 
covered in the first edition published in 1941 
adds greatly to the usefulness of the book. 

The information contained in this book is 
organized in three sections. Section I contains 
chapters dealing with immunity, epidemiology, 
governmental regulations with respect to con- 
trol measures, specific prevention, serum and 
serum reactions, and management of com- 
municable diseases in the hospital. 

Section II comprises a total of fifty-three 
chapters devoted to the clinical and other 
aspects of the communicable diseases of im- 
portance in this country. Discussion of cer- 
tain diseases less pertinent to the interests 
of physicians and nurses in the United States 
such as cholera and yellow fever is omitted. 
The presentation with respect to each disease 
includes a remarkably up-to-date discussion 
of treatment and an excellent exposition of 
the more important aspects of nursing care 
that will be particularly appreciated. 

The book is highly recommended both as 
a text and as a reference. 


—ApotpH WEINzIRL, M.D., Professor of Public 
Health and Preventive Medicine, University of 
Oregon, Portland. 


HISTORY OF NURSE-MIDWIFERY IN THE 
UNITED STATES 


By Sister M. Theophane Shoemaker. Washington, D. C., 
an Catholic University of America Press, 1947. 64 p. 
This is the first complete history of nurse- 

midwifery in the United States ever compiled. 

It was written as a dissertation in partial ful- 

fillment of requirements for the Master of 

Science degree by the author, who is the first 

and present director of the newly organized 

School for Nurse-Midwifery which was 
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opened in September 1944 at Catholic Ma- 
ternity Institute in Santa Fe, New Mexico. 

The author states in her preface that the 
purpose of this study is to investigate the 
general circumstances which led to the intro- 
duction of nurse-midwifery into the United 
States, to trace the development of nurse-mid- 
wifery from its inception in Kentucky by Mrs. 
Breckinridge in 1925 to the present time, and 
to discover those factors which have exercised 
the greatest influence in its development. 
She has accomplished these aims well. The 
study is written with clarity in a concise and 
simple manner. It is very well organized and 
interestingly compiled. 

The writer hopes this study will serve to 
encourage many qualified nurses to devote 
their lives to the promotion of health and 
happiness among mothers and babies through- 
out the country. 

This treatise should be of real value as a 
reference book in all nursing libraries to ac- 
quaint student and graduate nurses with the 
present status of nurse-midwifery in the 
United States and to stimulate their interest 
in the future program of nurse-midwifery, 
which is still in a pioneer stage of develop- 
ment in our country. 


—RvutH E. Bronc, R.N., Territorial Supervisor, 
Nursing Bureau, Health and Welfare Division, 
Metropolitan Life Insurance Company, N. Y. 


NUTRITION IN HEALTH AND DISEASE 


By Lenna F. Cooper, Edith M. Barber and Helen S. 
Mitchell. 10th edition. Philadelphia, J. B. Lippincott 
Company, 1947. 729 p. $4.00. 

The new edition of this standard text repre- 
sents careful revision on the part of the 
authors with gratifying results. To a high 
degree it fills the gap between the basic 
theoretical principles of human nutrition and 
their application to specific cases and patients, 
and it carries these applications into the field 
of actual recipes for various special foods. 

The authors suggest the use of their book 
primarily for nurses and possibly also for 
liberal arts students and housewives. How- 





ever, this reviewer believes that much of the 
material in this excellent text should also 
. prove of value to the practicing physician. 
Under our present-day conditions of medical 
training far too little emphasis is put on 
practical dietetic instruction of the patient 
by the physician. There are few doctors who 
could not profit by the study and use of this 
text. 


—James C. Anprews, Professor of Biological Chem- 
istry and Nutrition, School of Medicine, Univer- 
sity of North Carolina, Chapel Hill, N.C. 


THE CEREBRAL PALSIED CHILD AND HIS 
CARE IN THE HOME 


By Viola E. Cardwell. New York, Association for the 

Aid of Crippled Children, 1947, 196 p. $1.00. 

The public health nurse has a great part in 
any program for the care of children with 
cerebral palsy. Her greatest contribution 
would be in early recognition of cases and 
missed ones, getting children under care and 
helping to keep them there, supervising the 
general health of the child and his family in 
the home, assisting with teaching functional 
activities in the home, teaching the family 
and the child as he grows older regarding his 
condition, and aiding in the maintenance of 
mental hygiene. 

The author’s purpose in compiling the 
material by many specialists in the field is for 
staff education in the Association for the Aid 
of Crippled Children. It gives information 
that will assist public health nurses and other 
workers in understanding the general health 
and special needs of children with cerebral 
palsy. 

Current information regarding the cause 
and prevention points up the necessity for 
keeping abreast of research to improve the 
possibilities of prevention, case finding, and 
medical care. 

Treatment services include a coordinated 
program for complete evaluation and neces- 
sary medical care by the pediatrician, neurol- 


ogist, psychiatrist, physiatrist, otolaryn- 
gologist, ophthalmologist, psychologist, and 
orthopedist. 


The place of physical, occupational and 
speech therapy is discussed as a part of the 
total training program. Special educational 
and vocational facilities must be adapted to 
the type and degree of disability. General 


suggestions are given for the progression in 
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the training of motor skills based on funda- 
mental habits according to the child’s de- 
velopmental levels and goals for his disability, 
Illustrations of equipment useful in training 
state the source. References are listed at 
the end of each section and in the bibliography 
at the end of the book. The book is well in- 
dexed. It is a must for public health nurses 
and other workers caring for children with 
cerebral palsy. 


—Lovise Haywarp, R.N., Public Health Nurse Con- 
sultant, Physical Therapy, Department of Health, 
Albany, ws. Ee 


HELP THEM HELP THEMSELVES 


By Juliette McIntosh Gratke. Dallas, Texas Society for | 


Crippled Children, 1947. 184 p. $2.50. 


This book fills a need which long has been 
felt by professional workers and parents of 
cerebral palsied children. It is a nontechnical 
and objective presentation of a subject on 
which literature has been relatively scarce and 
not too constructive. Mrs. Gratke has a two- 
fold claim to be heard on the subject of 
cerebral palsy: as the mother of a son handi- 
capped by cerebral palsy, and as a profession- 
al speech correctionist who has had extensive 
experience working with cerebral palsy chil- 
dren. For her medical facts the author has 
quoted or derived her material from such 
well known authorities as Drs. Winthrop 
Phelps, Earl Carlson, Temple Fay, and 
others. In some minor instances medical in- 
formation is out of date. This is due, no 
doubt, to the expanding interest in cerebral 
palsy and the consequent rapidly changing 
and increasing fund of medical knowledge on 
the subject. 

The material is well organized. The open- 
ing chapter, a discussion of “the author’s 
problem,” is followed by a presentation of 
general facts concerning cerebral palsy. Sub- 
sequent chapters deal ably with the various 
phases of an overall training program, for 
example: Feeding Problems, Toilet Training 
Habits, Use of Hands and Arms, Education. 
Mrs. Gratke does not attempt to outline a 
training program but offers practical sugges- 
tions for working with such children in the 
home. She presents a wholesome and con- 
structive philosophy which cannot help but 
be encouraging, but avoids the common fault 
of too much optimism. She emphasizes the 
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necessity for patience and a long-range view 
of working with cerebral palsied children; the 
importance of the home; the necessity of 
understanding and active participation in a 
training program by members of the family. 
She discusses the numerous problems—physi- 
cal, educational, social, and emotional, to be 
met as the child grows and develops. The book 
also contains a comprehensive bibliography 
on cerebral palsy. 

Without burdening the reader with tech- 
nical details, the book gives a sound phi- 
losophy and constructive approach to working 
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or living with children handicapped by cere- 
bral palsy. For this reason it can be highly 
recommended for use in schools of nursing, 
both basic and collegiate. It will prove help- 
ful to public health nurses, physical and oc- 
cupational therapists, special education teach- 
ers, speech correctionists, psychologists, and 
invaluable to parents who are struggling to 
accept and cope with the handicaps of a 
cerebral palsied child. 


—Jane M. TuHompson, R.N., Orthopedic Nursing 
Consultant, Michigan Crippled Children Com- 
mission, Lansing, Michigan. 


RECENT PUBLICATIONS AND CURRENT PERIODICALS 


MATERNITY CARE 
Pustic HeattH Nursinc in Osstetrics.. Part IV. 
Mothers’ and Fathers’ Classes. New York, Mater- 
nity Center Association, 1948. 114 p. $1.00. 


Synopsis OF OssTetrRIcs. By Jennings C. Litzenberg. 
St. Louis, C. V. Mosby Company, 1947. 416 p. 
$5.50. 


PERSONNEL PRACTICES 
QOuTLINE FoR AGENCY SELF-EVALUATION OF PrRSON- 
NEL Practices. By Joe Hoffer, American Associa- 
tion of Social Workers, 130 East 22 Street, New 
York 10, N. Y. 1947. 19 p. Price 15c. 


CANCER 
Facinc THE Facts Asout CANcER. By Dallas John- 
son for the National Cancer Institute and the 
American Cancer Society. Pamphlet No. 38. Re- 
vised. Public Affairs Committee, 22 East 38th 
Street, New York 16, 1947. 31 p. Price 20c. 


HOUSING 
WHat anp Wuy—Puvustic Low-Rent Hovsinc. 
Public Housing Administration, Housing and Home 
Finance Agency, Washington 25, D. C. 1947. 
8 p. Single copies or small quantities available 
upon request. 


NURSING EDUCATION 
HanpBook OF CHARTING FOR STUDENT Nurses. By 
Alice L. Price. 3rd edition. St. Louis, C. V. 
Mosby, 1948. 386 p. $3.75. 


HEARING 
THe CALIFORNIA HEARING CONSERVATION PROGRAM. 
By Jessie M. Bierman M.D. and Donald R. Caziarc. 
American Journal of Public Health, April 1947, 
page 407. American Public Health Association, 
1790 Broadway, New York 19, N. Y. 


HEALTH EDUCATION 


MIMEOGRAPHED HEALTH MAtEeRIALs. 1948. 16 p. 
HEALTH MATERIALS. 1948. 18 p. 


Two catalogs of available health materials pre- 
pared by the Bureau of Health Education, American 
Medical Association, 535 North Dearborn Street, 
Chicago 10, Illinois. 


MENTAL HYGIENE 
MentTAL Hospiratc—A GuImDE FOR THE CiTIzEN. BY 
Edith M. Stern. National Committee for Mental 


Hygiene, 1790 Broadway, New York 19, N. Y. 
45 p. 35c. 


For Menta Heattu. Leaflet prepared by the U. S. 
Pub'ic Health Service. Single copies available from 
the Chief, Public Inquiries Section, USPHS, Fed- 
eral Security Agency, Washington 25, D. C. Free. 


CHILD WELFARE 
MorHers For A Day. By Bessie E. Trout and Dor- 
othy E. Bradbury. 39 p. U. S. Children’s Bureau 
Publication Nc. 318. 1946. 15 cents. For sale by 
the Superintendent of Documents, U. S. Govern- 
ment Printing Office, Washington 25, D. C. 


Citizens Look at THEIR HEALTH SERVICES FOR 
CHILDREN. 15 p. May 1947. Citizens’ Committee 
on Children of New York City, Inc., 136 E. 57 St., 
New York. Free. 


GENERAL 
Otp Ace INsuRANCE For HouseHOLD Workers. By 
Mary V. Robinson. Bulletin of the Women’s Bu- 
reau No. 220. Superintendent of Documents, U. 
S. Government Printing Office, Washington 25, 
BD; Co 0e: 
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NOTES FROM THE NATIONAL ORGANIZATION 


FOR PUBLIC HEALTH NURSING 


THE LOCAL HEALTH UNIT PROGRAM 

The program for the establishment of local health 
units for the Nation, initiated by the Ametican Pub- 
lic Health -Association in 1942 and now catried for- 
ward under the aegis of the National Health Council, 
is advancing steadily. On June 30, the first meet- 
ing of the Interim Steering Committee of the Na- 
tional Advisory Committee on Local Health Units, 
took place in New York City. Dorothy Rusby of 
the NOPHN staff was present among representatives 
of 17 national agencies. The National Advisory 
Committee itself now includes representation from 
45 civic, public health, and medical organizations, 
of which 25 are organizations such as PTA, Lions, 
General Federation of Women’s Clubs, and 20 are 
medical and voluntary health agencies. 

Reports on “Where Are We Now,” the first item 
on the agenda of the meeting, indicated that progress 
is being made toward the establishment of basic pub- 
lic health services for all areas of the United States. 
The program includes, (1) regular publication of 
bulletins on local health units sent by the National 
Advisory Committee to some 450 agency executives, 
representatives, house organs, state health officers, 
and a selected list of individuals, libraries, and pub- 
licity media (2) regional conferences, whose purpose 
is to help the various states study their own situa- 
tions and develop plans for action (3) organization 
of statewide public health committees or councils (4) 
publication of articles by member agencies and (5) 
promotion of enabling legislation by civic organiza- 
tions. 

Discussion and reports not only pointed up ac- 
complishment to date, but indicated clearly that 
the establishment of adequate local health units is de- 
pendent upon informed community leaders working 
toward the passage of enabling legislation locally; 
active recruitment programs for personnel including 
health officers, public health nurses, sanitary engi- 
neers, and health educators; and the passage of fed- 
eral legislation appropriating grant-in-aid funds for 
general public health services. Local and state health 
councils are believed to be the most effective 
machinery through which to organize efforts. 

Miss Rusby, NOPHN representative, reporting on 
the activities of the Interim Committee, had these 
further suggestions as to what public heaJth nurses 
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and their agencies can do to further the local health 
unit program: 

“As members of the NOPHN concerned with the 
promotion of adequate public health nursing service 
—enough and of the best—, and as citizens interested 
in the promotion of all activities which will help lead 
to healthier and happier communities, we should sup- 
port this program. In fact, NOPHN members voted 
at the 1948 Biennial to support legislation to pro- 
vide aid to the states for the development of local 
health units, and to interpret to other community 
groups the meaning of this legislation and the urgency 
of public action in support of it. Keep informed 
about the national, state, and local programs by 
reading, listening and talking about them. Accept 
invitations to work on planning committees. Make 
room on your agency programs for a word about 
local health units.” 

The following references furnish background infor- 
mation on the program: 

1. Emerson, Haven, and Luginbuhl, Martha. 1,200 
local public health departments for the United States. 
American Journal of Public Health. September 1945, 
vol. 35, p. 898-904. 

2. Emerson, Haven, M.D. Present status of local 
health units. Pussic HEALTH NursINc. June 1948, 
vol. 40, p. 304-307. 

3. Proceedings of the Ann Arbor Conference on 
Local Health Units, September 1946. American Pub- 
lic Health Association, 1790 Broadway, New York 
19, N. Y. $1.00. 

4. Proceedings of the Princeton Conference on 
Local Health Units, September 1947. American Pub- 
lic Health Association, 1790 Broadway, New York 
19. N.Y. Se. 

5. Lyon, Yolande. Stepping Stones to a Health 
Council. National Health Council, 1790 Broadway, 
New York 19, N. Y. 25c. 


TO NOPHN STAFF 


Jean South joins the staff August 1 as public 
health nursing consultant for the Joint Tuberculosis 
Nursing Advisory Service. Miss South has been with 
the Community Service Society of New York for 
the last 10 years as field nurse, supervisor and tuber- 
culosis nursing consultant. Previously she did pri- 
vate duty nursing in Chicago and New York. Mis 
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South was born in Nebraska and had her early 
schooling there. She is a graduate of Presbyterian 
Hospital School of Nursing in Chicago and has an 
M.A. in supervision in public health nursing from 
Teachers College, Columbia University. She will 
join Katharine Amberson in JTNAS in the interest- 
ing projects planned for the coming year. 

Jane Wilcox has been appointed assistant director 
of the NOPHN costs study. A graduate of Barnard 
College and the Yale University School of Nursing, 
Miss Wilcox holds B.S. and M.N. degrees. She se- 
cured her preparation in public health nursing at 
both New York and Columbia Universities. Miss 
Wilcox has had experience as a hospital staff nurse 
and as a staff nurse with the Industrial Health Serv- 
ice, Department of Preventive Medicine, Yale Uni- 
versity. Since 1944 she has been on the staff of the 
VNS of New York as staff nurse and assistant su- 
pervisor in the industrial program and as generalized 
assistant supervisor and supervisor. A series of re- 
gional institutes on applying the new method of de- 
termining costs in public health nursing will be held. 
Miss Wilcox will assist Elizabeth Stobo, director of 
the costs study project, in planning and carrying out 
the institutes. 


ONE-ACT SKIT AVAILABLE 

Can you use a little humor at your next meeting, 
institute, or gathering of any kind? NOPHN has a 
“light-hearted skit on citizen participation” which 
will provide that humor and, at the same time, point 
up some of the weak spots in professional-nonprofes- 
sional relationships. This skit was given by the 
NOPHN Board and Committee Members Section at 
a luncheon during the 1948 Biennial Convention at 
Chicago. 


WHAT MEMBERS AND 


Lucile Petry, chief, Division of Nursing, USPHS, 
attended the World Health Assembly in Geneva as 
an advisor and will go to the London mental hy- 
giene conference in August. . . . Olivia Peterson, ARC 
home nursing director, attended a Nursing Advisory 
Committee conference of the League of Red Cross 
Societies at Geneva, Switzerland, in May... . Vir- 
ginia Elliman was present also as an American obser- 
ver. Ruth B. Freeman, administrator of nursing 


services, will represent ARC at the 17th International 
Red Cross Conference in Stockholm in August... . 
Pauline Murrah of New York City has been ap- 
pointed national director of the ARC Nutrition Serv- 
ice . . . Dagmar Johnson, staff member of ARC 
since 1945, resigned May 1 to become nursing 
supervisor of the district health unit with headquart- 
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The skit was originally written for social work by 
Barbara Abel- of Community Chests and Councils, 
Inc., and first presented under the auspices of the 
Committee on Citizen Participation of Community 
Chests and Councils, and the National Social Wel- 
fare Assembly. Miss Abel generously gave NOPHN 
permission to adapt the skit to public health nursing 
and to distribute it among interested public health 
nursing groups. The skit is particularly timely now 
because of the structure study, and the discussion of 
the nonnurse’s place in a new structure of nursing 
organizations. When you write for your copy, ask 
for “The Gates of Paradise” (10 characters in the 
cast). There’s a charge of 50 cents to help cover 
cost of mimeographing, postage, and handling. Pay- 
ment must accompany order as NOPHN cannot bill 
for any orders of $1 or less. 


NOPHN FIELD SCHEDULE 


Stafi Member Place and Date 
Mary Schmitt London, England—Aug. 16-21 


Field trips made by NOPHN staff members during 
the early summer, in addition to those listed in the 
magazine, included the following: in June, L. Enid 
Bailey and Jessie L. Stevenson—Bear Mountain, N. 
Y.; Marion M. Campbell—Perth Amboy, N. J.; 
Hedwig Cohen—Washington, D.C.; Elizabeth C. 
Stobo—Yonkers, N. Y.; Jessie L. Stevenson—Wor- 
cester, Mass.; Alberta B. Wilson—Wilkes Barre, Pa.; 
and Boston, Mass.; and in July, M. Olwen Davies— 
Cleveland, O.; Ruth Fisher—Harrisburg, Pa.; Eliza- 
beth C. Stobo—Bloomington, Indiana; Lucy Blair 
and Louise M. Suchomel—Greensboro, N. C.; L. 
Enid Bailey—Stamford, Conn.; Alberta B. Wilson— 
Boston, Mass.; Lucy Blair—Pittsburgh, Pa. 


FRIENDS ARE DOING 


ers at Little Falls (Minnesota) . . . After 24 years of 
service with the Tuscaloosa County (Alabama) 
Health Department, Mrs. Annie L. Robertson has 
resigned. . . . Chastina A. Parry has been appointed 
executive secretary of the Community Health and 
Civic Association, Ardmore (Pa.). .. . On August 1 
Helen Snow became area supervisor in the Home 
Office, MLI. . . . Nellie M. VanDyke has been ap- 
pointed instructor in orthopedic nursing in the Divi- 
sion of Nursing Education and Training School for 
Nurses, Indiana University... . The Department of 
Health, Los Angeles (Calif.) first municipal public 
health agency to pay a public health nurse, cele- 
brates its 50th anniversary this year. . . . Also cele- 
brating its 50th anniversary is the District Nursing 
Association of Northern Westchester, N. Y. 























NEWS AND VIEWS 


“On Nursing 


SCHOOL STUDY SOON AVAILABLE 


Nursing for the Future, report of the study of 
nursing service and nursing education which Dr. 
Esther Lucile Brown has made under the sponsor- 
ship of the National Nursing Council, will be off 
the press early in September. This welcome news 
is received from the Russell Sage Foundation which 
is publishing the book. Orders may now be sent 
to the Publication Department, Russell Sage Founda- 
tion, 130 East 22 Street, New York, and they will 
be filled in order of their receipt. The price of the 
book in cloth is $2.00 including postage; or, in lots 
of 10, in paper binding, $1.00 each. 

At the May 19 meeting of the National Nursing 
Council it was decided since the implications of 
Dr. Brown’s study are so important to nursing of 
the future, that the Council appoint a small com- 
mittee to lay the groundwork for the implementation 
of the recommendations contained in the report. 
Through this committee the Council will continue 
actively to support the Brown study at least for 
the next few months. 


1949 ICN CONGRESS IN SWEDEN 


The Congress will convene on Saturday, June 12, 
1949, with meetings on Monday, Tuesday and Wed- 
nesday and a general tour of Stockholm on Thurs- 
day. 

An official travel agent has been appointed by the 
ICN for American nurses who are interested in going. 
The travel agent is Kathleen Tuite, Travel Arrange- 
ments, 501 Fifth Avenue, New York 17, N. Y. 
Swedish nurses will try to obtain accommodations 
in hospitals and private homes for as many nurses 
as possible. 


NURSES AT SAFETY CONGRESS 
The National Safety Council will hold its Annual 
Congress, October 18-22, 1948, at the Stevens Hotel, 
Chicago, Illinois. 
The Industrial Nurses’ Section will hold its meet- 
ings on October 18, 19, and 21 at 2:00 p.m. at the 
Stevens Hotel, Upper Ballroom, Tower. Hazel 


Leedke, section chairman and supervising nurse of 
the Thilmany Pulp and Paper Company, Kaukauna, 
Among the subjects to be 


Wisconsin, will preside. 
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presented by outstanding speakers are evaluating 
the services of the industrial nurse, hearts in industry, 
chemical eye burns, off-the-job accidents in relation 
to lost time in industry, rehabilitation of injured 
workers, and public relations and the industrial nurse, 


INDUSTRIAL NURSE GROUP WILL MEET 


The New England Industrial Nurses’ Association 
33rd Annual Conference and election of officers will 
be held at Hotel Bond, Hartford, Connecticut, Octo- 
ber 9-10, 1948. President of the Hartford Branch, 
Norma White, Terry Steam Turbine Co., will have 
charge of arrangements. 


PSNA WILL GIVE ANNUAL AWARD 


In 1949 the Pennsylvania State Nurses’ Associa- 
tion will present a gold medal to a Pennsylvania 
nurse for distinguished service in her state during 
1948. Men as well as women nurses are eligible 
for this award. Representatives of medical, hospital, 
nursing, and lay groups will be asked to serve on the 
statewide panel of judges, so that an impartial de- 
cision, reflecting wide community interest, can be 
reached. As a preliminary, bronze medals will be 
awarded within the eight districts of the Association, 
each with its own panel of judges, and the final 
selection will be from the eight winning district 
nurses. In releasing announcement of the award, 
Letitia Wilson, president of PSNA said, “We hope 
that it will keep nurses themselves aware of the 
important role they play in protecting and caring 
for the health of the people of Pennsylvania.” 


NEW PUBLIC HEALTH NURSING FILM 


“It’s in the Bag” is a color film with sound, run- 
ning time 18 minutes. The theme of the picture is 
built around the importance of the nursing bag in 
the daily activities of a public health nurse. The 
major sequences concern the maternity service al- 
though the general scope of public health nursing is 
portrayed. The film is useful for vocational pur- 
poses, instructional purposes and for community ed- 
ucation. “It’s in the Bag” may be secured from 
Texas State Department of Health, Austin, Texas. All 
inquiries should be addressed to Mr. Malcolm Bur- 
chard. 
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FALL ADMISSIONS TO NURSING SCHOOLS 


The 1,245 state-accredited schools of nursing hope 
to enroll 44,000 students this fall. As of June 10, 
according to the Department of Studies of the Na- 
tional League of Nursing Education, almost 19,000 


pending. This estimate is based on information re- 
ceived from 1,005 schools. 


NURSES SOUGHT FOR ARMED FORCES 


Expansion of the Army and Air Force, authorized 
by the 80th Congress, has resulted in an acute 
need for nurses to minister to the health needs of 
the 947,000-man Army and the 502,000-man Air 
Force authorized under the Selective Service Act. 

Estimated Army Nurse strength by June 30, 1949, 


From Far 


e@ A number of courses for physicians, nurses, and 
physical therapists in the care of infantile paralysis 
have been scheduled during summer and fall. These 
courses are given at treatment and training centers 
which have been set up with the aid of National 
Foundation for Infantile Paralysis funds. Those still 
available to nurses include: 

City Hospital, Cleveland, Ohio, September 13-25. 
for information, write Dept. of Contagious Diseases. 
Knickerbocker Hospital, New York City, August 
30-September 18 (tentative). For information, write 
Professional Education Division, NNFIP Head- 
quarters. 

University of Colorado Medical Center, Denver, 
Colo., October 4-23. For information, write Dr. 
Winona C. Campbell, Director, Poliomyelitis Teaching 
Program. 

Children’s Hospital, Boston, Mass., November 1- 
30 (a limited number may stay 2 months if desired). 
For information, write Dr. William T. Green. 


@ Wayne University of Nursing is offering a major 
program for the preparation of administrators and 
teachers for schools of practical nursing and for 
training programs for hospital attendants. Schoo!s 
of practical nursing and programs for training the 
subsidiary worker are being established in almost 
every city and state. The demand for graduate 
nurses to act as teachers and administrators of these 
schools and programs, and for state consultants, 
therefore, is widening rapidly. In addition there is 


an increasing recognition of the need to train hospital 
attendants, especially in public institutions that use 
them in large numbers. Graduate nurses interested 
in such teaching opportunities are in great demand. 





Salaries usually range from $2,700 to $3,500 for 
teachers, and from $3,000 to $4,500 for directors. 
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on duty, to keep up with minimum requirements, 
has been set by the Surgeon General’s office at 7,600. 
Now on duty are 4,200 nurses, at stations around 
the world, a strength already 1,500 short of present 
needs and 3,400 in arrears of requirements a year 
hence. About 400 more are estimated to be lost 
in that time by attrition. Holders of 7,421 Reserve 
commissions are being asked if they would accept 
active duty of one, two, or three years. 

In order to make the Army’s needs possible of 
fulfillment without endangering the health of the 
civilian populace by shortage of civilian nurses, 
the Army has been assisting the American Hospital 
Association in a drive to get some 50,000 young 
women who graduated from high school this spring 
to enter nurses’ training. 


and Near 


The Wayne program of study is open to graduate 
nurses. It will begin in September and may be either 
one or two semesters in length, depending upon the 
need of the student. Further information and ap- 
plication forms can be secured by writing to the 
Dean, College of Nursing, Wayne University, 5257 
Cass Avenue, Detroit 2, Mich. 


Are We Stamping Out Syphilis?—Dr. Thomas 
Parran (April 1948 Journal of Social Hygiene) states 
that the two gauges to measure the degree with 
which syphilis is being stamped out are: (1) Has 
the control program produced a significant reduction 
in the deaths and disabilities caused by syphilis? and 
(2) Has it reduced the number of existing cases 
and the occurrence of new cases? 

Measurable progress has been made toward cutting 
down the disability and loss of life caused by syphilis 
in the U. S. In 1938, about 16 persons out of every 
100,000 people in the U. S. died of syphilis; best 
estimates for 1946 show that this death rate had 
dropped to about 10 per 100,000, a reduction of 
more than one third. Even more dramatic is the 
reduction in the infant death rate from this cause. 
In 1938, 63 per 100,000 live births died of syphilis. 
In 1945, this rate had dropped to 25 per 100,000, 
considerably less than half of the earlier rate 

Insanity due to syphilis was found in more than 
7 out of 100,000 patients admitted to mental 
hospitals for the first time in 1938. By 1945, this 
had been reduced to slightly more than 5.5 per 
100,000. Of more significance is the fact that in 1938 
10 percent of all first admissions were due to syphilis; 
in 1945 this proportion was reduced to 6.6 percent. 

On the second gauge, measurements cannot be 
made so precisely. Although there are many cas2s 
of undiagnosed and unreported syphilis in the popu- 








lation, the general trend is hopeful. In 1938 the 
rate for syphilis in all stages was 3.7 per 1,000. Most 
recently this figure has been 2.8 per thousand. The 
percentage of cases discovered within the first few 
months after infection has shown a steady increase. 
In 1947 over twice as large a percentage of syphilis 
cases were being found in the early infectious stages 
as in 1941, 

The expansion of public facilities has helped in 
this advance. At the beginning of the national pro- 
gram, public facilities for the treatment of syphilis 
consisted of 965 clinics. In 1947 there were 3,000 
public clinics and a nationwide network of special 
hospital facilities for diagnosis and treatment. Ten 
years ago laboratories produced highly variable 
results on the 3,500,000 blood tests they performed 
annually. Today good laboratories in every state 
are performing about 20,000,000 blood tests yearly. 

Rapid treatment centers, first established as a 
wartime emergency measure, became an even more 
valuable tool for stamping out syphilis when, in 
1943, Dr. John F. Mahoney of the USPHS dis- 
covered that massive use of penicillin over a period 
of 8 days was apparently about as effective in 
killing the germs of syphilis as were the older drugs — 
and did not cause serious reactions as did arsenic and 
bismuth. Once Dr. Mahoney’s findings were con- 
firmed, this new form of therapy came into general 
use, and rapid treatment facilities, financed by state 
and federal funds, soon were expanded to include 
beds in general hospitals. Approximately 150,000 
cases of syphilis—more than one third of all syphilis 
cases reported—are being treated yearly in these 
facilities. 

Prior to Dr. Mahoney’s demonstration of the 
effectiveness of penicillin against syphilis, its curative 
power for gonorrhea had been discovered, so that 
now, for the first time in recorded medical history, 
the doctor has a quick, safe, and efficient cure for 
gonorrhea. 

Finally, barring some presently unforteen catastro- 
phe, and with continued public support, America’s 
doctors and public health agencies will come close 
to stamping out syphilis as a major health problem 
in the remaining years of the generation that began in 
1938. 


Telegrams in Venereal Disease Case Finding-— 
Effectiveness over a four-year period of the telegram 
as a case-holding device prompted a study by the 
Chicago Intensive Treatment Center to determine 
whether this relatively inexpensive means could be 
used with equal effectiveness for case finding. A 
preliminary six-month study had determined that 
44 percent of those suspected came in for examination 
in response to telegrams as compared to 33 percent 
reporting in response to an initial field visit. 

A second telegram study, during the year 1946, 
is reported by Dr. T. J. Bauer and associates in the 
Journal of Venereal Disease Information, February 
1948. This study was designed to (1) continue 
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testing the effectiveness of the telegram as a type 
of initial epidemiological activity, and (2) analyze 
results of epidemiological activity by final dis. 
position of the cases. All direct sexual contacts 
reported by patients with primary or secondary 
syphilis, with full name and address available on 
the epidemiological report, were assigned to this 
study. They totaled 1,541. 

The telegram was carefully worded so that the 
reader would not connect its message with a venereal 
disease clinic. It proved a great time saver, since 
in 47 percent of cases responses were received oa 
the third day after the original contact interview, 
Only three contacts criticized this method of bring. 
ing them in for examination. 

Of those who received telegrams 59 percent r.- 
ported as directed. There were 320 telegrams 
undelivered. These cases and 496 which did not 
respond within three days were assigned for field 
investigation, as were 72 suspects who reported for 
examination but later failed to return. 

Case disposition of the 1,541 contacts showed 
467 of those examined to be uninfected, 402 placed 
under treatment, 139 already under treatment, 113 
out of jurisdiction, 370 not located, and 50 other 
(including ‘died,’ ‘falsification admitted on the 
part of the informant,’ et cetera). 


Since 225 contacts, one out of every seven persons 


to whom telegrams were sent, were placed under 
treatment for primary or secondary syphilis, it may 
be concluded that the telegram is an effective, as well 
as inexpensive and time-saving, technic for cas 
finding. 


Progress in Combating Blindness—In forty years 
of fighting blindness, the National Society for the 
Prevention of Blindness has progressed from con- 
centration on the ‘application of prophylactic drops 
to the eyes of newborn infants, to initiating studies 
of vision-testing methods for school children and the 
relationship between maternal German measles and 
the occurrence of congenital cataracts, and to re- 
ducing industrial eye. hazards. 

In Highlights of 1947, President Mason H. Bigelow 
states that blindness from “babies’ sore eyes” has 
been reduced by 90 percent; and that the Society's 
activities in the past four decades have included 
promotion of sight-saving classes for partially-seeing 
children, encouragement of preschool vision testing, 
development of medical social service in eye clinics, 
and sponsorship of a demonstration glaucoma clinic. 
The latter has since been made a permanent part of 
a large eye hospital, and many similar clinics have 
been organized. 


A study of the influence of lighting, eyesight,» 


and environment in a large federal department, in- 
stigated by the Society, showed that production 
efficiency was increased by more than 5 percent 
following improvements in lighting and _ painting 





of rooms and visual correction of employees. 
The Society recently took part in a three-day 
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institute at Oak Ridge, Tennessee. As a result of 
the institute, steps were taken to initiate college 
courses for the training of professional and technical 
personnel for eye service and for improvement of 
yisual conditions surrounding the job. 


Cardiac Rehabilitation—For 35 years the Altro 
Work Shops have functioned to provide sheltered 
employment for tuberculosis sanatorium dischargees. 
During its lifetime, Altro has been frequently urged 
by outstanding cardiologists and by interested re- 
habilitation experts to admit cardiacs into its pro- 
gram. It has been pointed out that the problems 
involved and the hazards to patients with heart dis- 
ease, in certain essentials, parallel those of the tuber- 
culous. Nevertheless, there is a paucity of objective 
data for determining the work capacities of different 
types of cardiacs. It is known that, with limited 
exceptions, doing nothing is as dangerous for the 
heart case as doing too much. With carefully gradu- 
ated work, under medical supervision, some car- 
diacs can achieve full work tolerance and enter into 
full-time industrial employment. Others, who can 
never achieve an eight-hour daily work tolerance 
may benefit from at least a partially productive life 
in the environment of a sheltered work shop. 

In answer to this need, the Altro Cardiac Service, 
now in its initial stage, is being administered under 
expert direction as a two-year pilot study. At the 
end of the period, there will be available a case rec- 
ord for each patient (a turnover of 60 to 75 patients 
may be expected in this period) which will contain 
a complete medical, social-psychological, and voca- 
tional picture of the patient’s progress in a sheltered 
work shop. 


Behavior Disturbance in Early Childhood—Sig- 
nificant behavior disturbances in babies are relatively 
infrequent during the first year of life as compared 
with the second, states Dr. Benjamin Spock in the 
March 20, 1948, Journal of the American Medical 
Association. The rarity of such disturbances in the 
first year is mainly due to the relatively few oc- 
casions for conflict between mother and child. 

Anxiety and a sense of being of little importance 
on the part of the mother (and father) may be al- 
leviated by the rooming-in plan now in the experi- 
mental stage in several hospitals. Feeding the baby 
when he seems hungry, the so-called “self-demand 
schedule,” too, may do much to relieve tension. 

Feeding problems are the commonest ones met 
with in the first year. They may occur as early 
as the first few weeks of life, in response to over- 
feeding. Other occasions for food rebellion are in- 
troduction of solid foods and premature forced 
weaning. 

The second year brings pronounced personality 
changes in the infant. His ego starts to take on defi- 
nite shape and he desires to establish his identity as 
a separate person by being negative at all oppor- 
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tunities. His insistence on independence from his 
mother is complemented by an awareness of his de- 
pendence on her. The independent locomotion ac- 
quired at about one year is accompanied by a charge 
of energy which makes the child a near example of 
perpetual motion. He explores constantly, and no 
object within reach or climbing distance is safe. 

A majority of one-year-olds, continues Dr. Spock, 
show the same exaggerated arbitrariness in appetite 
that they show in other matters. Appetite does de- 
crease, partly due to teething discomfort, partly to 
decreased rate of growth. The mother must look for 
substitutes for the foods refused, in order to make 
sure that the child’s diet remains balanced. She also 
must try to remain tension-free, since her irritation 
and the child’s balkiness may easily spread into 
other aspects of their relationship. 

Too early attempts at toilet training are also fre 
quent sources of trouble. More pediatricians today 
are advising mothers to omit all toilet training efforts 
until toward the end of the second year, when the 
baby’s awareness of bowel function and intense de- 
sire to imitate may induce him to think up the idea 
of going to the toilet himself. 

Other prophylactic advice from the pediatrician 
may help to minimize the inevitable clashes. This 
advice should cover all the points of strain men- 
tioned and should include suggestions for unimagina- 
tive mothers about arrangement of the house so 
that dangerous and breakable objects will be out of 
the child’s reach and pots and pans and magazines 
will be available for his diversion. 

Modern teaching that physical punishment is 
shameful has led parents into forms of punishment, 
such as chronic scolding, prolonged moral disap- 
proval, or warnings of consequences of misbehavior, 
that will bring about worse character distortion than 
the old-fashioned slap or spanking. When inhibition 
is started, the main recourse of the parent, avers 
Dr. Spock, should be a brisk, friendly removal of 
the child from the dangerous or breakable object 
and distraction to something else. 

Mothers should be urged to get small children out- 
doors often, preferably in places where they can 
safely be given some freedom and where they can 
become accustomed to other children. A_ present 
need is experimentation with some sort of guidance 
nursery or guidance playground where one and two- 
year-old children, too young to be left at nursery 
schools, could come and play. 


Leprosy—World War II caused disruption of re- 
search on leprosy but did not stop progress, states 
an editorial in the March 20, 1948, Journal of the 
American Medical Association. Although in three 
cases reported, surgical removal of the primary 
lesion was apparently successful, the most outstand- 
ing advances have been made in clinical treatment. 

Administration of diphtheria toxoid and transfu- 
sions of pooled blood plasma have not proved bene- 
ficial, and two groups of workers have reported un- 





successful use of penicillin. Preliminary reports of 
treatment with streptomycin are inconclusive. 

Of sulfone drugs which have been used in lep- 
rosy, Promin, Diasone, Promizole, and Sulphetrole at 
present are the most promising. Promin apparently 
inhibits the disease and eliminates bacillary infection 
in the blood vessels and blood stream, thereby pre- 
venting spread to new areas. Under diasone treat- 
ment, patients showed encouraging improvement, but 
bacilli did not disappear from lesions. Promizole 
seems to be well tolerated by leprous patients and 
clinical improvement with this drug could occasional- 
ly be demonstrated more quickly than with promin 
or diasone. There is, however, disagreement on 
this point. Sulphetrone has been tried on only a 
few patients over a period of six months. Results 
are promising, and only mildly toxic symptoms 
have been observed. 

Successful treat:nent of localized lesions has been 
reported for crude streptomycin broth and 2 percent 
alcoholic tyrothricin. 


Controlled case studies are necessary with these 
newer drugs. This necessity is underlined by the 
deceptive course of the disease and the present con- 
tinued uncertain position of chaulmoogra oil in 
therapy after years cf administration. One author 
states that the di-ag:eement is based on lack of 
uniformity in selection of cases. Chaulmoogra oil 
has achieved good results in lepromatous cases. Con- 
siderable caution shculd be exercised in ascribing anti- 
leprotic qualities to any drug, but recent develop- 
ments with the sulfone derivatives indicate the 
probability that a true chemotherapeutic agent may 
be soon discovered. 


Alcohol Education—The annual cost of the un- 
controllable unpredictable drinking of the nation’s 
problem drinkers to themselves and to society is esti- 
mated to be one billion dollars. 

There are, roughly, 3,750,000, that is, seven times 
as many chronic and excessive drinkers in the U. S. 
a3 there are tuberculosis patients, states Joseph 
Hirsh in the December 1947 American Journal of 
Public Health. Problem drinkers are sick persons, 
and the resources of experimental and clinical medi- 
cine, of public health, and of education must be fully 
mobilized for their sake if any nearly adequate un- 
derstanding and solution of the alcohol problem are 
to be reached. 

Although every state under law requires a specified 
number of hours of teaching on the subject of alco- 
hol at the elementary school level and, in all but 4 
states, at the secondary, very little effort at guiding 
the content or presentation of the subject is made. 
Thirteen states make available to teachers special 
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study units as a guide to instruction, and 10 states 
publish courses in the health field in which there 
are units devoted to drug, narcotic, and alcohol ad- 
diction. Six other states provide teachers with sup- 
plementary materials to be used as guides; and the 
local boards of education in a number of large cities 
publish, independently of their state boards, special 
teaching units for their own schools. In the rest of 
the country, comprising almost half of the states, 
the content of most of the instruction is neither com- 
prehensive nor critical,—partly because of poor teach- 
er preparation, and partly because of lack of ade- 
quate instructional materials. 

The bulk of objective alcohol literature contains 
3,500 useful titles reporting original studies on the 
biochemical, pathological, physiological, psychiatric, 
and psychological aspects of problem drinking. Health 
educators might be asked why these select titles 
are so seldom consulted in the preparation of health 
education materials. Secondary sources and propa- 
gandistic literature apparently are the chief references 
for the more recent popular books and articles. 

If any sane approach to the solution of this social, 
economic, and public health problem is to be made, 
scientific and medical teachings must replace the 
moralistic preachments as in the venereal diseases, 
mental illness, tuberculosis, and even cancer. 

Alcohol education, concludes Mr. Hirsh, holds 
three basic challenges for educators in general and 
health educators in particular: (1) It is a field of 
ever-increasing knowledge untilled by trained, ob- 
jective workers. (2) Although it is required teach- 
ing under law in practically every public school in 
the United States, teachers are little prepared to 
render such instruction. (3) Many instructional 
materials are inadequate in content, haphazard in 
presentation and interpretation, and of limited sci- 
entific value. 

An editorial in the same issue of AJPH discusses 
chronic alcoholism as a public health problem on 
the ground of its social magnitude, its essentially 
medical nature, and the fact that promising practical 
scientific methods of attack are now available. 

Three suggestions are made to the health officer— 
things he can do in preparation for the day when 
this disease can be treated with the adequacy which 
it deserves: (1) Request collection by his statistical 
service of all pertinent local data. (2) Familiarize 
himself with existing facilities for diagnosis and 
treatment in this field and use his influence to se- 
cure the development of outpatient and inpatient 
services comparable to those now provided for most 
other diseases. (3) Exert every possible effort to 
influence the school system to replace outworn and 
tendentious propaganda by modern scientific knowl 
edge on this vital medical problem. 
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Hopkins Tailoring Co. 


107 W. FAYETTE ST., BALTIMORE 1, MD. 
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Che Dress you asked for! 


FEATURING THE NEW 

FRONT SKIRT OPENING WITH 8 IN. ZIPPER 
@ SANFORIZED —WASHABLE—COLORFAST 

@ RENOWNED “SOULETTE” POPLIN 

@ EXTRA FULL FOR EXTRA SMARTNESS 

@ SNAP-IN WASHABLE SHOULDER PADS 

@ SIZES 10 (FULL) TO 20 (FULL) 

@ SHORT OR LONG SLEEVES 

@ NEW OR OLD COLLAR 


TO ORDER 


Check information 
desired and 
Shipment for Balance C. O. D. Cc] enclose $2.00 








COATS FOR COOLER DAYS 


BRUCK’S famous OFFICIAL NOPHN COATS 


STYLE 450—for Fall and Spring - $55.00 


@ 100% Wool whipcord in Navy Blue 

@ Fully lined with Skinner's “Sunbak” satin 
@ Set-in throat dickey 

@ Sizes 32-46 


CAP—STYLE 04—to match coats - - $3.50 


@ All wool whipcord in Navy Blue 
@ Sizes Small, Medium, Large 


STYLE 475—for Winter 








@ 100% Wool whipcord in Navy Blue 
@ Detachable, all wool, red flannel inner lining 
@ Set-in throat dickey 


@ Interlined in upper half and sleeves with 
Skinner’s satin-faced “Sunbak” wool lining 
@ Sizes 32-46 


ORDER NOW FOR 
FALL DELIVERY 


WRITE FOR FREE CATALOG | 
AND MEASUREMENT FORM 


VISIT OUR SHOPS 


NEW YORK - - - 387 FOURTH AVENUE 

DETROIT - - 2539 WOODWARD AVENUE Dept. PH-8 
PITTSBURGH - - 627 SMITHFIELD STREET 397 Fourth Avenue, 
CHICAGO - - 17 NORTH STATE STREET New York 16, N. Y. 








(Inner Lining) 





